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MEDICAL LICENSURE IN CANADA.* 


By G. Gorpon FeErcuson, M.D., 


Registrar, College of Physicians and Surgeons of 
Saskatchewan, Saskatoon, Canada. 


Since licensing is primarily a legal responsibility with 
authority delegated by government, many voluntary 
medical bodies shun any connexion with licensing, fearing 
= legal attachment will compromise their voluntary 

ghts. 

The mixed emotions shown by some membeps of these 
socicties at the mention of licensing may be compared 
with Jan Struthers’s description when Mrs. Miniver told 
about the mixed emotions displayed by the staunch church- 
woman when she held her daughter’s love-child in her 
arms for the first time. 


A more widespread understanding of the principles 
invoived should remove this fear. 

It was in the fourteenth century that universities first 
began to grant a doctor’s degree in medicine. This was a 
physician’s degree. Just when a physicians’ “guild” was 
organized I do not know, nor do I know when a surgeons’ 
company was formed. However, barbers were incorporated 
in 1461 (Edward II), and Henry VIII combined the barbers 
with the surgeons’ company and limited ‘barbers to minor 
operations such as “blood letting and extractions of teeth” 
» tag prohibiting surgeons from “shaving and cutting 


+Read at the first annual British Coanmpdiiweaitth Medical 
Gonterence, held at Saskatoon, Canada, on June 6, 7 and 8, 


State incorporation or licensing of the groups changed 
to State individual licensing in the various forms as 
exhibited today. 

As far as I am aware, individual licensing of physicians 
has been in existence since James I of England, about 300 
years. This corresponds roughly to the resurgence of 
medical science in the Renaissance. The great strides in 
medical science of the past fifty years have again brought 
their effect in licensing problems. 

Persons professing the healing art have always been 
of two kinds: the untrained but brazen, who prey on 
the ignorant and incredulous people who look upon body 
functions as supernatural; and the physician who has 
studied at the most up-to-date school of his time. 


When a government recognized this state of affairs 
they instituted a system of licensing, so that the trained 
physician could be encouraged, while the untrained would 
be prohibited or exposed. In this way a medical service 
was developed. 

To accomplish this a minimum level of education had to 
be established, and this qualification was the requirement 
for licensing. The medical services within a country 
attained a quality dependent on the requirements for 
licensing, adequately supported by government. 

Licences were first issued by the Secretary of State or 
Province, but since this official was entirely dependent 
on physicians for the assessment of an applicant’s training 
and ability, a system has been devised whereby the whole 
task has been turned over to the profession “in trust” 
on behalf of the people. 

In Canada the level for qualification is maintained by 
a combination of experienced practitioners and teaching 
practitioners, with authority, independent of government 
departments or universities. They know that a level set 
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too low will be unsafe for the people, while a standard set 
too high will defeat the purpose of the licence by restricting 
the numbers of physicians and therefore the ability of the 
people to obtain medical care. 


The Canadian Constitution and Medicine. 


The Dominion of Canada has developed through a union 
of several separately governed areas, now known as 
Provinces. There were Upper Canada, Lower Canada, and 
Nova Scotia at the beginning. E 

In 1867, by means of the British North America Act, 
confederation was possible and the Dominion came into 
being, each of the Provinces voting itself in. The 
Dominion was responsible for the administration of 
unorganized territory, but the various responsibilities of 
Dominion and Province were defined. Provinces are very 
“zealous” of their rights. 

Each Province had already its own machinery. for 
licensing physicians. An attempt to place the profession 
on the federal level in 1867 failed, resulting in a con- 
tinuation of separate bodies. 

This failure depended directly on the provincial “right” 
to control education. The place of medical service in the 
nation at that time was not recognized, and no one really 
cared where the medical service was stabilized. Doctors, 
however, had to be educated, and federal control of 
physicians would result in federal direction of their 
education. It is worth noting that even in 1901, when the 
Canada Medical Act, about which more will be heard, was 
introduced into Parliament, it was the Minister of Agri- 
culture who had the task of sponsoring it. Health was a 
minor subdivision in the Department of Agriculture. 

These licensing bodies are called “Provincial Medical 
Boards” in the Maritimes, and “Colleges of Physicians and 
Surgeons” in Quebec and west to British Columbia. They 
were incorporated by provincial law, which set the 
standards and requirements for licensing. They conducted 
their own qualifying examinations. 

No provincial reciprocal licensing ever seems to have 
been successfully arranged. Lawsuits against physicians 
living and licensed in one Province for practising across 
the border in the next one were not unknown. 


Canada Medical Act. 

To overcome this provincial position and place the 
profession on a Dominion basis posed quite a problem. It 
was accomplished by the Canada Medical Act, first intro- 
duced in the Canadian Parliament in 1901 and finally 
operating in 1912. This Act did not interfere with any 
feature or custom or provincial right, but it did set a 
Canadian standard. 

A council was established composed of two representa- 
tives from each licensing body, one from each medical 
faculty, four by Governor-General’s order-in-council, and 
three from homeopathic physicians. They were empowered 
to conduct qualifying examinations “of not lower than the 
highest standard for qualification in any province” and 
admit each successful candidate as a Licentiate of the 


Medical Council of Canada (L.M.C.C.) and to keep a- 


register of all licentiates. The Medical Council cannot 
issue a licence. 

Candidates are accepted by the Medical Council of 
Canada only through a provincial college or board. 

The Canada Medical Act, after assent, was not to become 
effective until all Provinces had passed enabling legis- 
lation. This amounted to the inclusion of a paragraph in 
each provincial Act to the effect that admission as a 
Licentiate of the Medical Council of Canada. would be 
accepted as satisfactory qualification for licensing. The 
Act became effective on November 7, 1912. 

No Province surrendered its right to examine, but at 
the same time each supported and accepted the examina- 
tions of the Medical Council of Canada. 

No longer was any reciprocity necessary between 
Provinces. A graduate from any approved medical school 
in Canada would proceed to the examinations of the 
Medical Council, be admitted to the register of the Medical 
Council and, with acceptable character references, be 
granted a licence to practise in any Province. 


The principles of Canadian licensing now seemed to be 
firmly established on two points: first, licensing bodies 
independent of government departments and universities 
and, second, establishment of qualification by individual 
examinations. 

But the war of 1914-1919 came, and the emergency it 
created caused a profound effect on the Medical Council of 
Canada. Canadian medical officers could not serve in the 
Imperial forces because they could not be licensed with 
the General Medical Council of the United Kingdom. This 
was overcome by a system of reciprocity. 

The Medical Council of Canada could not enter any 
arrangement because it did not issue licences. Therefore 
the General Medical Council had to make separate arrange- 
ments with each Province. This was accomplished evezy- 
where except in British Columbia. It was when the war 
ended that difficulty arose. 

The General Medical Council of the United Kingdom 
could be compared with the hub of a wheel, each spoke 
leading to a Province of Canada or a foreign couniry 
which happened to be allied to Britain at the time, such 
as France, Italy or Japan. : 

A licensed physician in any of these countries or 
Provinces could, by virtue of registration with the General 
Medical Council of the United Kingdom, demand registra- 
tion in a Canadian Province without examination and 
could not be refused. The control of licensing thus passed 
from Canada to London and to a body on which there was 
no Canadian representation. 

But most noticeable was the nullifying effect on the 
Medical Council of Canada, for now the General Medical 
Council of the United Kingdom certificate could be 
obtained without examination through any Province 
except British Columbia, and used in lieu of admission as 
a Licentiate of the Medical Council of Canada for registra- 
tion in any other Province. 

Four Provinces gave up reciprocity and the others suc- 
ceeded in modifying the terms. Saskatchewan terminated 
it in 1926, but is reinstating it in 1949 on the under: 
standing that a registered medical practitioner in England 
means one so registered by virtue of qualifications obtained 
in the British Isles. 

Should there be no reciprocity, what would happen to 
doctors trained in the Commonwealth or the United States 
of America should they apply for a licence? I will speak 
only for Saskatchewan, as there may be minor variations 
in other Provinces. 

A doctor from an approved medical school, approved by 
the General Medical Council or the American Medical 
Association, will be admitted to the examinations of the 
Medical Council of Canada upon application. With his 
registration as a Licentiate of the Medical Council of 
Canada he enters the profession in Canada. 

In closing, it would be appropriate. to mention the more 
recent problem posed by the entry into Canada of 
physicians from continental Europe. Again I must confine 
my remarks to our Saskatchewan approach. The principles 
are esentially the same. 

The newtomer must be legally admitted to Canada. He 
must be properly identified to his documents and he is 
expected to become a Canadian citizen at the earliest 
moment. 

The documents of medical training are assessed by the 
College of Physicians and Surgeons and the University of 
Saskatchewan, and if they approximate the training of 4 
Canadian physician they are approved. 

Upon approval the doctor is directed to a ‘larger hospital 
in the Province for a twelve-month internship. Here he 
obtains an opportunity to learn the language and customs 
of our country, the supply of drugs in common use, and 
our method of approach to patients. 

The chiefs of staff of medicine, surgery and midwifery, 
as well as the hospital superintendent, then report on the — 
year’s activities and, if all is well, admission to the 
examination to become a Licentiate of the Medical Council 
of Canada will be granted. Licensure then follows in the 
normal way. 

It is hoped that these remarks will explain the Canadian 
picture and lay the foundation for a thorough discussion 
of this subject by the delegates from the Commonwea!th. 
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PREPAID MEDICAL CARE PLANS IN CANADA. 


By A. L. CALDWELL, M.D., 
Saskatoon, Canada. 


Tre emergence of prepaid medical care plans in Canada 
is essentially a phenomenon of the past ten years and has 
ariscn from two causes: first, the increasing demand from 
a considerable section of the public for some form of 
budgeting for the cost of medical care, whose impact 
might otherwise be catastrophic in certain circumstances, 
and, secondly, the realization by the medical profession 
that they should have some voice in the formation and 
conirol of such schemes in order that they might be 
properly and ethically operated. Accordingly, during the 
past decade or slightly longer, corporations designed to 
provide prepaid medical and, in some instances, hospital 
care have come into being in all parts of Canada. It is 
these with which I propose to deal today. 

These plans have, roughly, two methods of operation. 
Some give coverage only to groups—that is, all the 
employees of a company, a civil service group, or so on. 
Others cover individuals as well. Since under the British 
North America Act health is a provincial responsibility, 
nearly all are organized to operate within one or other 
of the Provinces. All have exclusions to some extent or 
other on preexisting conditions, and there is usually a 
waiting period before certain benefits, such as elective 
surgery or confinements, are allowed. 

The oldest plan in existence in Canada is Associated 
Medical Services Incorporated, Toronto, Ontario. This was 
founded in 1937, essentially as a cooperative venture, by a 
group of provincial civil servants, with a physician as 
managing director. It has expanded rapidly and at the 
present time has approximately 45,000 members. In 
October, 1948, 7000 of these were in groups. The corpora- 
tion had a gross income of $940,614.43 for 1948, with 
expenses of $996,548.21. Thus the year’s operations resulted 
in a deficit of $55,933.28. However, the company has ample 
reserves and these still amounted to $408,499.62 at the end 
of the year. This organization provides hospital care as 
well as medical services, and in 1946 approximately one- 
quarier of the money paid went for hospital accounts as 
opposed to three-quarters for medical fees. Payment is 
made roughly on the basis of the provincial fee schedule. 

The next oldest organization is Windsor Medical Services, 
of Windsor, Ontario. This was incorporated in 1937 and 
began to operate in 1939. It was organized under the 
auspices of the local medical society with the endorsement 
of the Ontario Medical Association. It has five medical 
and three lay directors, the latter being appointed by the 
former. It has two forms of contract, one for’ complete 
medical care and one for surgical care only. It does not 
provide hospital expenses. Almost its entire membership 
is enrolled in groups and for full coverage, though it has 
a few individual contracts. The enrolment in April, 1949, 
was 73,500 persons. This corporation pro-rates doctors’ 
accounts if mecessary. Gross income for 1948 was 
$995,453.36. Medical services paid for cost $925,957.94. 
Administrative expenses were $78,385.71, making a total 
outlay of $1,004,343.65. It is hoped to overcome this 
unfavourable balance by raising rates. 

- The remaining organization in the Province of Ontario 
is Physicians’ Services Incorporated, with head offices in 
Torouto, a provincial-wide corporation sponsored by the 
Ontario Medical Association. It has been in operation for 
only about one year and will have between 20,000 and 
25,000 subscribers at this time. The great majority of 
these come under an all-inclusive medical care plan, while 
a few are enrolled under a limited indemnity type of 
contract. This organization pays accounts on the basis 
of the Ontario Medical Association schedule, and at first 
was paying 90% of approved accounts, the remainder, 
Presumably, being held back to establish a reserve fund. 


*Read at the first annual British Commonwealth Medical 
Fonference, held at Saskatoon, Canada, on June 6, 7 and 8, 


The directors consist of one physician and one layman 
from each branch, and two of each may be appointed from 
the Province at large. 

As we come west from Ontario, Manitoba has one cor- 
poration, Manitoba Medical Services, with head office in 
Winnipeg. This company was incorporated in 1942. It 
has two types of coverage, complete medical care and 
limited surgical contract. Only groups are enrolled. It 
had an income of $629,503.06 in 1948, with expenses of 
$591,185.69, giving an excess of income over expenditure 
of $38,317.37. This, however, does not take into account 
medical fees unpaid of $203,972.23, which, for the time 
being at least, are absorbed by the medical members. Thus 
it will be apparent that the corporation really operated at 
a loss. The number of subscribers at the end of 1948 was 
51,336. It has both medical and lay directors. 

In Saskatchewan there are two medically sponsored plans 
in operation at present and two so-called consumers’ 
cooperatives, or “medical co-ops”. I shall not deal with the 
latter except to state that one at least is in a precarious 
financial position and may find some difficulty in con- 
tinuing to exist. Of the medically sponsored plans, Regina 
Medical Services Incorporated was organized in 1938 under 
the auspices of the local medical society with some initial 
financial assistance from the Council of the Saskatchewan 
College of Physicians and Surgeons in the form of a loan. 
It has mainly sold individual contracts and in addition 
had agreements with rural muncipalities covering surgical 
care, which contracts it operated and whose accounts it 
adjudicated. At the moment negotiations are under way 
between it and the local medical cooperative looking to 
amalgamation. Its board has both medical and lay 
members. 

In this city we have an organization known as Medical 
Services Saskatoon Incorporated, founded in 1946 under 
the auspices of the local medical society and financed by 
its members during the formative stages. As hospital care 
in Saskatchewan is provided by the provincial government, 
our plans give medical care coverage only. This scheme 
provides for both individual and group contracts and also 
administers a medical care plan for the students of the 
University of Saskatchewan and for persons on relief in 
the city of Saskatoon. It had a gross income of $207,620.06 
for 1948 and total expenses of $200,766.78, made up of 
claims of $164,678.01 and administrative and other expenses 
of $36,138.77. Claims are paid on the basis of the contract 
schedule of the Saskatchewan College of Physicians and 
Surgeons. The corporation has a reserve of $35,234.73 with 
no claims against it, and has an approximate membership 
of 20,000 at the present time. It has six medical and four 
lay directors. 

Medical Services (Alberta) Incorporated, with head 
offices in Edmonton, is a very recent addition, having 
been formed only in 1948. It was intended at first to 
cover groups and possibly enter into contracts with rural 
municipalities for medical care for their entire populations, 
later, perhaps, undertaking to enrol individuals. It has 
both medical and lay directors. 

The British Columbia plan is Medical Services Associa- 
tion, with head offices at Vancouver. This was organized 
in 1939 and commenced operations in 1940. It gives com- 
plete medical care to groups only, no group of less than 
ten being enrolled. It pays fees on the basis of the 1948 
schedule of the British Columbia College of Physicians 
and Surgeons, and was formed under the guidance of the 
Committee on Economics of the College. It had a gross 
income of $1,559,498.87 in 1948, paid medical accounts of 
$1,484,794.48 and administrative expenses of $113,794.30, 
leaving a deficit on the year’s operations of $39,089.91. It 
has an excess of assets over liabilities of $44,624.40. The 
present enrolment is 127,000. This organization deals 
very largely with employers’ groups and has experienced 
an increasing utilization of the services provided. Of late 
as much as 10% of the membership have been seen by 
doctors in one month. It has had to raise its rates several 
times, but owing to the conditions under which it operates 
this is a relatively simple matter, the total number of 
employers being only 748. It has a majority of lay directors 
on its board. 
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To revert to the eastern portion of this country, those 
Provinces known as the Maritimes, Nova Scotia, New 
Brunswick and Prince Edward Island, have only recently 
entered this field with the organization of Maritime Medical 


Care Incorporated in Nova Scotia in 1948. It is anticipated. 


that this corporation will operate in Nova Scotia and 
New Brunswick. In Prince Edward Island, Blue Cross, 
which was originally set up as a prepaid hospitalization 
plan, has been selling prepaid medical care and the 
situation is not clear there. 


In Quebec there is no medically ES ae medical care 
plan operating at present, but Blue Cross is again enrolling 
members for medical as well as hospital care. At the 
beginning of 1949, 254,941 persons were covered by surgical 
and 163,356 by medical contracts. What the future will 
hold in regard to this Province one is unable to say. 


All of these schemes have provision in some or other 
fashion for physician, or medical, members, who ordinarily 
are supposed to be the only persons entitled to render 
service. In emergency or in absence from home, however, 
non-members’ accounts will be paid on the same scale as 
if the physician rendering the account were a member. All 
have payments based on a general practitioner schedule 
with somewhat higher fees for specialists. Conditions and 
rates, of course, vary in the different Provinces, as fee 
schedules and economic situations also differ. Rates as 
nearly up to date as possible are somewhat as follows. 


Associated Medical Services: Single, $2.00 per month; man 

and wife, $3.75; with two dependants, $6.50. 

Windsor: Employee, $1.85 per month; man and wife, $3.70; 

children, $1.30, $1.10, then 90c. 

Physicians’ Service: $1.50 per month; man and wife, $3.50; 

with two dependants, $5.00 

Manitoba: $2.00 per month; man and wife, $4.00. 

Regina: $1.75 per month; man and wife, $3.50., 

Saskatoon: $17.00 per year; man and wife, $34.00; children, 

$1.50 each per month. 

Alberta: $15.00 per year. 

Medical Service Association: Employee, $1.75 per month; 

family, $5.25. 

Administrative costs, 4s will be realized, vary as well 
from 7% to nearly 20%. The general aim of such schemes 
is to hold cost of operation somewhere between 10% and 
15%. It is obvious, of course, that the larger the number 
of subscribers enrolled, the lower the operating cost per 
capita. A bounden duty of all administrators is, wherever 
possible, to build up a reserve against that inevitable day 
when economic conditions will-not be so buoyant as at 
present. There is considerable variance of opinion on 
this matter, but it is felt that somewhere between three 


and twelve months’ anticipated costs should be accumu-. 


lated in reserve for the protection of subscribers. 
Logically arising out of the existence of these numerous 


provincial schemes was the demand for a nation-wide 


corporation to permit selling of contracts to national 
employers on a Dominion-wide basis and to provide some 


means whereby reciprocal coverage could be obtained when — 


subscribers moved from one Province to another. A 
meeting was held in Toronto in October, 1948, at which 
the entire matter was explored and steps were taken to 
commence the formation of a national corporation, to be 
known as Medical Services (Canada) Incorporated. This 
organization would undertake contracts for medical ser- 
vices with national coverage, but the provision of the 
services would be the function of the various provincial 
organizations. It will be obvious that, with varying 
conditions and costs of operation, the payments will not 
be uniform throughout Canada, but the type and standard 
of service will be. This corporation will enable national 
employers, such as the railroads, banks, Imperial Oil, civil 
service groups and others, to cover their entire membership 
through one contract and to ensure that no matter where 
they go they will still be entitled to service. What the 
future of all these plans will be under the mooted national 
health insurance scheme is not clear, but this is a brief 
appraisal of the situation as it exists today. 


PROVISIONS FOR THE PREVENTION AND CARE 
OF TUBERCULOSIS IN CANADA. 


By R. G. Frereuson, M.D., 
Fort San, Canada. 


Progress in-the Tuberculosis Campaign in Canada in 

the Past Fifty Years. 

Apart from the native Eskimos and Indians, concerning 
whom we had no statistics, the tuberculosis death rate in 
Canada in 190C was 200 per 100,000. of population; in 1947 
the death rate from tuberculosis in the same group ‘as 
38 per 100,000 of population. Including the natives, the 
death rate was 43:4 per 100,000 of population. In 1900 
there were less than 100 sanatorium beds available for 
treatment; today we have nearly 16,000 beds available, 
or 2-9 beds per death, and we are clamouring for 3000 more 
beds, so that there will be no waiting list, no one deried 
the right to a cure. The statistical results are very 
encouraging. Its human losses we still hesitate to con- 
template—in 1947 we had 5499 deaths from this preventible 


disease. 


Details of the Campaign. 

Considering the progress in the last two generations, as 
the problem of prevention and care of tuberculosis appears: 
in Canada today, the tide of battle has turned and the ° 
time is opportune for an eradication drive. The enemy is 
resourceful and still deeply entrenched, the advance will 
be difficult, and it will require great resources, hard work 
and an indomitable courage. The campaign will be pro- 
longed one or two generations, depending on. the present 
death rate, which varies considerably in different provinces. 
Such a sustained effort requires confidence, steadiness, 
research, experimentation, a thoroughly informed public, 
and a united effort backed by local, provincial and federal 
support. 


Education. 

In a health effort of such magnitude the first provision 
is public health education with a view to making the people 
tuberculosis conscious, to creating a state of enlightenment 
in which the people without. phthisiophobia are familiar 
with the extent of the disease, its early symptoms and 
spread, so that they may know how to avoid it and deal 
with it with equal intelligence, to the end that generations 
to come will largely escape infection. The delusion has 
been dispelled that it is hereditary, the fallacy disproved 
that the disease is inevitable, the conviction formed that 
the disease can be prevented, and the fact widely accepted 
that when contracted it can be cured if discovered early 
and treated efficiently. However, our greatest asset in 
Canada is the vision of the common people of a nation 
ridded of this needless plague. By free treatment, generous 
provision for prevention and voluntary cooperation, they 
declare their willingness to pay the price. 

Tuberculosis education in Canada is carried on through- 
out the entire year by all authorities participating, the 
federal health department, the provincial departments of 
health and education, and the municipal departmenis of 
cities and towns. Splendid schools of hygiene and public 
health are available. Undergraduate and affiliate training 
for nurses and undergraduate training for doctors are 
progressing steadily. The medical profession, nurses and 
other health workers are being trained and equipped to 
give leadership and supervision. All this public health 
effort is supplemented by a special educational campaign 
for fund-raising through the sale of Christmas seals. ‘This 
effort is coordinated by The Canadian Tuberculosis Associa 
tion and initiated by national broadcasts and publicity. 
Thereafter it is carried through to conclusion by provincial 
tuberculosis associations, assisted by numerous organiza 
tions, the radio, the Press, Associated Canadian Travellers, 
teachers, clergy, Imperial Order Daughters of the Empire, 
and others. Funds raised by sale of Christmas seals, noW 


1 Read at the first, ann annual British Commonwealth Medical 
Mr ae m, Canada, on June 6, 7 and 8, 
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twelve cents per capita, providing a total of $1,500,000 
in 1948, with few exceptions are used for preventive 
work. To this may now be added the federal tuberculosis 
grant of $3,000,000, thus being provided (in addition to 
free treatment) over $4,000,000 per annum for the pre- 
vention of the disease, an amount equal to one-third of 
the cost of free treatment. 


Resistance against the Disease. 

The standard of living supported by family allowances, 
old-age pensions and general prosperity is now at a 
relatively high level in the country. A high standard of 
nutrition, better housing and more rest are akin to modified 
sanatorium treatment. Newfoundland has led the way in 
investigating dietary deficiencies and providing remedies 
supported by a Province-wide educational campaign. 
Adequate nutrition increases natural resistance to small 
infections, favours healing and reduces morbidity from 
tuberculosis. It is, however, a limited factor in eradication 
and cannot protect the susceptible margin against large 
and frequent infections, whether in families or highly 
tuberculized environments. This limitation of adequate 
nutrition in protecting the susceptible margin is evident 
from breakdowns among healthy, well-nourished nurses 
caring for the sick in hospitals and sanatoria. 

Vaccination of the Unavoidably Exposed.—Experience 
with B.C.G. vaccination in Canada indicates that it will 
confer worth-while protection against first infection with 
tuberculosis, reducing the lesion ratio to its fourth among 
“tuberculin-negative” nurses and attendants in hospitals, 
and thus reducing the incidence in this group to the level 
of those “tuberculin-positive” and with no X-ray evidence 
of infection on entering the environment. Likewise, among 
native Indian infants vaccination at birth reduced both 
the lesion rate and the death rate to better than its fourth 
compared with non-vaccinated controls. The experience in 
Saskatchewan covers the period of infancy, childhood and 
adolescence, and the average period of observation was six 
years. While B.C.G. vaccination is a limited factor in a 
programme, it is a valuable adjunct for the protection of 
unavoidably exposed “tuberculin-negative”’ nurses and 
attendants in hospitals and sanatoria, as well as for infants 
and children born in “contact” families or highly tuber- 
culized communities, or more susceptible racial groups. 
The added protection conferred by vaccination is another 
barrier, a higher threshold of resistance, and when it can 
be sccured without the hazard of a potential focus of 
virulent infection it becomes increasingly attractive. The 
Province of Quebec has led the way in prophylactic vac- 
cination in Canada. This Province is proceeding to 
vaccinate infants at birth, “negative reactors” in control 
families, and school children in highly tuberculized areas. 
Vaccination with B.C.G. is now being used in practically 
all sanatoria and in many schools of nursing in Canada. 
Its use has resulted, in Saskatchewan, in reducing the 
hazard of tuberculosis among nurses and attendants in the 
three sanatoria to the incidence where they are now 
insurable “risks” for disability from sickness and accident 
at minimum rates, and for group life insurance at 
experience rates. The reduction of the hazard of tuber- 
culosis among nurses has also made possible an arrange- 
ment with the schools of nursing in the Province for 
affiliate training in tuberculosis at the Fort Qu’Appelle 


Sanaiorium. A plan for vaccination of “tuberculin- 


Negative’ members of contact families is proceeding 


steadily in Saskatchewan. Furthermore, the Department 
of Indian Affairs of the Federal Government has instituted 
@B.C.G. vaccination programme throughout Canada for the 
Protection of infants and children in this more susceptible 
racial group. 
Segregation for Treatment. 

Segregation for treatment in tubercylosis has proven to 

the greatest preventive measure; it acts quickly and 
is foo}-proof. Segregation of patients for treatment in 
Sanatoria, not only for restoration of function, “but for 
closure and cure if possible, has proved to be the method 
Most effective in eliminating infection in the general 
public. In 1900 there were less than 100 sanatorium beds 
Canada; today there are more than 15,000, a ratio of 


2-9 beds to each death. Experience has been that, other 
things being equal, where three or more patients are 
treated per death over a period of a decade the tuberculosis 
death rate falls and the case rate and infection rate fall 
among infants, children and young adults. In Canada, 
segregation for treatment of all patients with active disease 
is the hope for success in the eradication drive. 

The treatment of patients with active disease, infectious 
or non-infectious, and the closure of infectious lesions, 
whether the patient is sick or not sick, afford the optimum 
condition for cures and reduce spread of the disease. 
Active treatment should be pursued to the limit of both 
medical and surgical knowledge. 

Promotion of construction of sanatoria for segregation 
and efficient treatment of the sick is part of, and proceeds 
hand in hand with, preventive education. Without beds 
for the care of the sick, education and early discovery 
would cause irritation, frustration and disappointment. 

In three Provinces sanatorium beds are still inadequate. 

In addition to provincial contributions toward sana- 
torium construction, the Federal Government now con- 
tributes $1500 per bed and will agree to necessary technical 
laboratory and X-ray equipment being charged to the 
Federal tuberculosis grant. The cost of specific therapy, 
such as streptomycin, is also chargeable to this Federal 
grant, and every facility is being given to reach the mini- 
mum standard of beds and provide the necessary equip- 
ment to make treatment efficient. Thus provincial 
construction aided by Federal subsidy now under way 
should provide adequate beds to make the programme of 
segregation effective. 


Early Discovery. 

Early discovery, supported by ample facilities for diag- 
nosis and a cooperative peopie, is second only to adequate 
segregation as a preventive measure in the eradication 
of tuberculosis. The foundation of early discovery is a 
keen and interested medical profession, to whom stationary 
diagnostic clinics are available at strategic centres of 
population and travelling clinics at intervals in sparsely 
settled remote areas. 

All-over miniature X-ray surveys of the Province or State 
at intervals of four years or less, for the discovery of 
unknown spreaders, are a necessary adjunct in eradication 
where 70% of patients have no knowledge of where they 
contracted the disease. Such surveys are an incident in 
the programme, and do not replace the careful continuous 
observation of the physician, the diagnostic clinic and the 
follow-up. The by-product of such surveys is the intensive 
education of the people through their wide participation 
in eradication. It discovers some of next year’s break- 
downs a year ahead and contributes its quota of early 
cases. Radiographic screening of patients entering hos- 
pitals is now being instituted throughout Canada as a 
result of Federal grants; this promises to be the most 
economical and practical addition to the early discovery 
programme. 

Where most of these case-finding facilities have been 
in operation for upwards of a decade the proportion of 
early cases on discovery has increased rapidly, and in 
some Provinces constitutes 40% and even 50% of all new 
cases. This earlier diagnosis greatly facilitates recovery 
and reduces the spread of the disease. 

In 1948 there were 519,258 persons examined at tuber- 
culosis clinics; in addition 1,613,496 persons were examined 
in miniature X-ray surveys. In the three Prairie Provinces 
one-quarter of the population was examined in 1948. 
Saskatchewan during the past seven years has screened 
the entire Province once over and is now half-way through 
on the second round-up. 


Provision for the Care of Indians. 


Provision for the care of Indians in Canada presents a 
special problem of interest. The Indians are a native race,. 
who were relatively free of tuberculosis until contacted 
by the white settlers. They constitute roughly 1% of the 


_ population and contribute around 12% of tuberculosis 


Their death rate from tuberculosis in 1947 was 
The burden of tuberculosis 


deaths. 
549 per 100,000 of population. 
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control among the Indians is therefore 12% that of the 
entire Canadian tuberculosis problem. With almost 
universal infection at the age of thirty years and rather 
low standards of living owing to their stage of develop- 
ment, the problem is difficult. 

The Department of Indian Affairs of the Federal Govern- 
ment is rapidly extending and assuming the cost of a 
prevention and care programme similar to that for the 
white population, with more attention to vaccination and 
living standards, investigation of dietary deficiencies and 
provision of remedial measures. It should prove heartening 
to other members of the Commonwealth which have 
similarly highly tuberculized groups, to know that, not- 
withstanding the difficulties, wherever the programme 
approaches the minimum standards of segregation and 
treatment, similar results are observed. 


Bovine Tuberculosis. 

Bovine tuberculosis constitutes qa steadily diminishing 
menace in Canada. Tuberculous lesions of bovine origin, 
when present in the human body, are equally as fatal as 
similar lesions of human origin. Pasteurization of milk 
gives immediate and practical human protection. The 
Province of Ontario and most cities and many large towns 
in Canada have pasteurization laws. The elimination of 
this disease among cattle gives effective protection and 
removes an unnecessary economic waste. Experience here 
is that repeated testing and elimination of the infected 
animals in restricted areas for the eradication of bovine 
tuberculosis readily reduces this disease. All Provinces 
in Canada have restricted areas and the programme is 
proceeding steadily. Approximately half the cattle in 
Canada are under supervision; this includes the great 
majority of cattle supplying milk for consumption, and 
the area remaining to be tested in most Provinces is not 
highly tuberculized. Nevertheless, in an eradication pro- 
gramme any residue of bovine tuberculosis is inexcusable 
and should be cleared up. Testing has been retarded 
recently owing to the limited number of veterinarians to 
carry on the work. The cost of bovine tuberculosis testing 
under the restricted area plan is borne largely by the 
Federal Health of Animals Branch and partly by the 
municipality benefited; compensation under the plan is 
paid entirely by the Federal Government. 


Case Registration and Follow-Up of Ex-Patients 
and Contacts. 

Case registration and follow-up of ex-patients and con- 
tacts provide information for after-care and rehabilitation 
and statistical data from which to value results of treat- 
ment.- The various Provinces of Canada have, more or 
less, complete central case registration with continuous 
follow-up from centres in divisional zones where wide 
areas necessitate such subdivision. This follow-up is 
coordinated with health regions, city health departments 
et cetera, in so far as is possible. In Saskatchewan, for 
instance, each new active case is given a successive number 
and a case summary card is maintained, on which classi- 


fication and brief notes are entered from year to year. At. 


intervals of five to ten years follow-up studies are made 
from these cards to determine results of treatment. 


Epidemiological Studies. 

Epidemiological cross-section surveys have been made in 
several Provinces. Tuberculin testing of student nurses 
and teachers going into training provides anually a cross- 
section of roughly 2% of the young adult population, aged 
twenty to twenty-four years. Tuberculin surveys of school 
children in representative areas at intervals of five years, 
as occasion affords, indicate the infection incidence in 
childhood. Such information when coordinated with mor- 
bidity and mortality is helpful in the direction of a 
campaign. Approved studies of this nature may be charged 
to the Federal grants to the Provinces. 


Rehabilitation. 


Plans for rehabilitation of disabled tuberculous patients 
are being developed in the Provinces as a result of Federal 


grants. This service has long been delayed through lack 
of funds. The idea has been stimulated greatly by the 
post-war programme for disabled veterans. Manitoba has 
led the Provinces in Canada by initiating a plan in civil 
life upon a practical and economical basis. This takes 
the general form of education and light technical training 
during convalescence in sanatoria with assistance in job 
placement on discharge, supplemented by investigation ‘or 
aptitude and reeducation after discharge when necessary. 
The Province of British Columbia has led the way in 
initiating grants in assistance to needy patients during 
treatment and for a necessary period after discharge, up 
to the level of an adequate standard of living. In otler 
Provinces less adequate assistance is available from various 
sources. One could summarize the situation by stating 
that plans for rehabilitation are in the formative stage 
and that Federal grants to assist acceptable plans are now 
available. Plans are now operating in five Provinces; 
three others are taking on rehabilitation officers. The 
Department of Veterans Affairs continues an excellent 
service for tuberculosis and other disabilities under its 


care. 
Conclusion. 


With the development of industry and the growth and 
shifting of population in a young country no Province is 
safe when a portion of it is tuberculous, no country is 
safe when a racial group, a city or a Province is tuber- 
culous. In Canada it has taken more than a generation in 
time, intensive educational effort and the stimulus of two 
great wars to engage the Press, the radio, public bodies, 
communities, Provinces and the Federal Government in 
this great humanitarian effort. We now have facilities 
and resources and the morale for a tremendous advance 
towards the eradication of this disease. yf 


Summary. 


Among Canadians in 1900, apart from the Eskimos and 
Indians, not then included in vital statistics, the tuber- 
culosis death rate was 200 per 100,000; in 1947 in the 
same group the tuberculosis death rate was 38 per 100,000, 
and inclusive of Eskimos and Indians the tuberculosis 
death rate was 43:4 per 100,000. There still were, however, 
5499 deaths from this preventible disease in 1947. 


The standard of living supported by family allowances, 
old-age pensions and general prosperity is now at a 
relatively high level in this country. 

The time appears opportune for an eradication drive. 

When patients are promptly admitted for treatment in 
the ratio of three or more per death, and active case 
finding is practised by physicians aided by clinics with 
follow-up of ex-patients and contacts, supplemented by 
all-over miniature X-ray surveys, within a decade the 
proportion of cases discovered in the early stage increases 
to 40% and even 50% of all new cases, and the infection 
incidence rapidly falls among children and young adults. 
In Canada in 1946 there were 1,362,221 persons examined 
at clinics and surveys, a ratio of 248 to each death. To 
the above screening programme is now being added 
examination of patients entering hospitals. It is estimated 
that this will increase by one million persons the number 
being screened. 


Segregation. 


Segregation of patients for treatment in sanatoria, not 
only for restoration of function; but for closure of the 
lesion and cure if possible, has proven to be the method 
most effective in eliminating infection in the general 
public. In 1900 there were less than 100 sanatorium beds 
in Canada; today there are more than 15,000, a ratio of 
2-9 beds to each death. Experience has been that, other 
things being equal, where three or more cases are treated 
per death over a period of a decade the tuberculosis death 
rate falls and the case rate and infection rate fall among 
infants, children and young adults. In Canada segregation 
for treatment of all patients with active disease is the 
hope for success in the eradication drive. 
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Vaccination, 

The protection of the unavoidably exposed, nurses in 
sanatoria and hospitals, Indian infants on reserves, and 
uninfected persons in “contact” families by B.C.G. vaccina- 
tion increases resistance and reduces the lesion rate in 
the impact of first infection to its fourth or better. Most 
sanatoria in Canada and many schools of nursing are now 
using this prophylactic. Infants and children in highly 
infected areas in Quebec are being vaccinated, and the 
Department of Indian Affairs is likewise protecting this 


highly tuberculized and susceptible race. 


Bovine Tuberculosis. 

Bovine tuberculosis constitutes a steadily diminishing 
menace in Canada. Tuberculous lesions of bovine origin 
when present in the human body are equally as fatal as 
similar lesions of human origin. Pasteurization of milk 
gives immediate and practical human protection. The 
elimination of this disease among cattle gives effective 
protection and removes an unnecessary economic waste. 
One-half of the cattle in Canada are tested and under 
restricted area supervision. 


Case Registration. 

Case registration afd follow-up of ex-patients and con- 
tacts reduce relapses, prevent spread of disease, afford 
information for statistical study of results and provide a 
basis for a rehabilitation plan. 


Plans for Rehabilitation. 

Plans for rehabilitation of disabled tuberculous patients 
are being developed in the Provinces. Rehabilitation is in 
the formative stage and Federal grants to assist acceptable 
plans are now available. Projects are now operating in 
five Provinces, and three Provinces anticipate action before 
the end of this year. 

Education. 

An intensive educational programme in schools and 
homes, and throughout the country, supported by the 
Federal, provincial and municipal health departments, 
supplemented by the Canadian and Provincial tuberculosis 
organizations, together with the early discovery and 
segregation of patients in new cases, free treatment and a 
follow-up programme, on the scale indicated above, 
constitutes the eradication advance in Canada. 


SWIFT CURRENT HEALTH INSURANCE SCHEME.! 


* By J. Luoyp Brown, M.D., 
Regina, Saskatchewan, Canada. 


Authorities and Concept. 


Unver the Health Services Act of 1946, the Health Services 
Planning Commission was established by Order-in-Council, 
being directly responsible to the Minister of Public Health, and 
outside the jurisdiction of the Deputy Minister and Department 
of Public Health. Under the Act, this commission was given 
wide suthority over the health services in the Province. Among 
theso authorities was that of outlining the boundaries of Health 
Regions for purposes of public health service. If the residents 
of the Region voted in favour of public health service being put 
into effect on a regional basis, this could then be done with the 
approval of the Minister. Further, if the Region voted in favour 
of provision of medical, hospital, nursing and dental services 
the regional board could proceed to establish a plan for provision 
of these services, subject to approval of the plan by the Health 
Services Planning Commission. The Department of Public 
Health is represented on the Health Services Planning Com- 
mission by the Deputy Minister of Health, who, however, is not 
the chairman. 

In December, 1945, the residents of the Swift Current area 
voted in favour of establishment of a Health Region. This area 


*Read at the first ual British Commonwealth Medical Conference, 
held at Saskatoon, Canada, on June 6, 7 and 8, 1949. ? 


was then approved by the Minister, as Health Region I. A 
regional board elected from representatives of all the muni- 
cipalities concerned was then formed and directed to draw up 
plans for provision of complete medical and hospital care for the 
residents of the Region. After approval by the Health Services 
Planning Commission, this came into effect in July of 1946. 

To understand the area concerned and the problems presented 
by this undertaking, certain information should be understood. 
Health Region I constitutes an area in the south-western part 
of the Province, composed of 90 municipalities and local improve- 
ment districts, with a total population of 54,000. It is 
essentially a rural population, deriving a livelihood chiefly from 
agriculture. The main centres of population consist of the 
city of Swift Current, with a population of 6800, and the towns of 
Shaunavon and Maple Creek, with a population of 1600 and 
1200 respectively. 

Considerable experience with health service administration 
had been obtained through the operation of five or more 
municipal medica] schemes, as well as mutual medical and 
hospital benefit associations. The enterprising spirit of the 
population may be conceived when one realizes that in the 
economic history of the Region, only one year in approximately 
seven has provided a sound financial return, owing to drought 
and other conditions. When the scheme started, only 19 
doctors were resident in the Region. At the present time the 
number has increased to 36. 

This area of the Province provided an ideal locale for the 
purposes of an experimental regional scheme of health services 
for a number of reasons. The previous experience, as mentioned, 
was useful; a fine spirit of cooperation between the doctors 
and laymen on the board was evident ; the economic picture in 
the district pointed up problems presented by fluctuation in 
economic conditions; and a very evident desire existed on 
the part of the population concerned to run their own affairs 
with a minimum of interference or control from outside. Since 
the scheme was started, the regional board and the doctors have 
shown a practical expediency in making changes thought 
advisable in the light of their experience from month to month. 

The Saskatchewan Hospital Services plan came into effect on 
January 1, 1947, and provided hospitalization on a Province- 
wide basis. Since that date the Region has continued its 
attempt to provide a complete medical service within the Region 
with the exception of hospital services, and a referral service 
outside the Region, where necessary. 


Services and Limitations. 


Complete services in connexion with medical and surgical 
care, with certain exceptions, are provided by the doctors of 
the Region, with referred work outside the facilities of the 
Region doctors, when authorized. The restrictions consist of 
the following : (a) Refractions and glasses, drugs and appliances 
are restricted. (6b) Dental services are restricted to children 
under sixteen years of age and provided by dentists employed 
by the Region. Emergency service to this age group also may 
be provided by the dental practitioners of the Region. 
(c) Treatments of purely cosmetic nature are not provided. 
(d) Where the Provincial Government provides for the treatment 
of cancer, mental diseases in institutions and tuberculosis, these 
services are omitted. Treatment is not provided for drug 
addiction or alcoholism, for services covered by the Workmen’s 
Compensation Act, or for those provided treatment otherwise 
under the old age pension scheme, which includes widows and 
orphans. (e) Nursing service is not provided, except under 
unusual conditions. (f) Mileage is not paid to the doctors of 
the Region, except where the services are required as an assistant 
or consultant. (g) Hospitalization is provided through the 
Provincial Government scheme. (hk) Work required outside 
the Region is subsidized only to the extent of 75% of the general 
practitioner rate, as provided in the 1938 private schedule of 
fees of the College of Physicians and Surgeons and only for 
services actually authorized by the Region doctors. (¢) Drugs 
and pharmaceuticals must be provided by the patient himself. 
The services therefore provided consist of the full services 
of the 36 general practitioners in the Region, coupled with 
certain services outside the Region beyond the scope of the 
regional doctors. Each Region doctor represents care, on an 
average, to 1500 of a population, — 

Specialist services are provided within the Region by two 
certified surgeons, one certified obstetrician and one certified 
anesthetist in private practice. Further, a resident radiologist 
provides services on a salary basis, as an employee of the Region. 
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In connexion with out-patient and diagnostic service, all 
hospitals in the Region are compensated for the use of their 
facilities in minor surgery, laboratory, radiology and physio- 
therapy, where the services are required by ambulatory patients. 
A fairly complete dental service is provided for residents under 
the age of sixteen years. This service emanates from travelling 
dental clinics under the direction of three salaried dentists. 
. The public health services of the district are provided by 
coordination of the general practitioners of the Region and a 
full-time public health staff. The staff consists of a medical 
health officer, seven public health nurses, a health educator and 
three sanitary inspectors. 

No restriction is placed on the population regarding amount 
of service obtainable, or upon the medical personnel regarding 
provision of medical care. 


Administration. 


The Health Region Board is composed of 12 members, each 
municipality in the Region electing one representative to a 
Zone Council, and each Zone Council electing one or more 
members to the Regional Board. The city of Swift Current is 
répresented by one member. This means that each member of 
the board is the representative of approximately 4000 of the 
population. The board is composed entirely of laymen. The 
secretary-treasurer of the Region, Mr. Stewart Robertson, is 
the able executive of this group. The accounts of all 
participating physicians are adjudicated upon by an assessor, 
who is engaged by the regional board and approved of by a 
medical advisory committee. The medical advisory committee 
is appointed by the medical society of the Region and further 
assists the assessor in disposition of contentious accounts, as well 
as acting in an advisory capacity to the regional board. The 
Medical Health Officer of the Region directs preventive services 
in cooperation with the regional board. He is appointed by the 
Provincial Government and his salary is provided by the 
Government. The Health Region pays for one-third of the cost 
of preventive services in the Region (by property taxes), the 
other two-thirds being paid by the Provincial Government. 


Financial. 


The finances of the scheme are raised by three sources: 
(i) personal tax, (ii) property tax, (iii) government grants. 

The taxes are coll yy the constituent municipalities, and 
all unpaid taxes are the responsibility of the municipality. The 
allotment is as follows : 


1949, 
Same as 1948. 
Same as 1948. 
Same as 1948. 
Same as 1948. 
Same as 1948. 


One-half cost of X-ray services. One-half cost of X-ray 


services. 
One-half cost of dental service. One-half cost of dental 


$30.00 for family of three. 
$35.00 for four or over. 


service to maximum of . 


$22,500.00. 
One-half cost of out-patient One-half cost of out-patient 
_ service... service to maximum of 
$22,500.00. 
Total Government Grants in 1948: $63,691.00. 


Comparative Statement: Taxation, 1946, 1947, 1948. 
Personal Tax. 


Comparative Statement: Expenditures, 1946, 1947, 1948. 


1946 
(Six Months). 1947. 1948. 


210,000 (48-4%) | 457,000 (76-1%) | 521,834 (78-2%) 
184,900 (42-5%) 

50,364 (8-4 47,176 7-1%) 

7,891 (1°8 40,922 (7-1 36,485 (5-49,) 

5,418 (1-2 11,177 (1:9 11,576 (1°7%) 


26,576 (6-1%) | 39,212 (6-5% | 50,000 (7-6%) 


It should. be noted that from January 1 to June 30, 1946, the 
Health Region provided hospitalization, which subsequently 
was handled under the provincial hospital services plan. The 
doctors are remunerated dn a fee-for-service basis, based on 75% 
of the 1938 schedule of the College of Physicians and Surgeons. 
After July 1, 1948, the doctors agreed to a ‘‘ceiling”’ on earnings, 
and this also applies to the 1949 contract. Any additional 
population added to the scheme during 1949 is to be charged 
on the basis of $8.30 per year for these services. In 1947, the 
average gross revenue to 34 doctors was $11,807.00. In 1948, 
the average gross revenue to 36 doctors was $12,880.00. The 
estimated operating cost to the doctor ig 35% to 40%. 

It is admitted the doctors are all working to rather full 
capacity, and the demand for service seems to be steadily 
increasing. In the town of Consul in an outlying area, the 
Region has guaranteed a doctor to the extent of $6000 to provide 
@ service in that section. 

1947. 1948. 


Per capita cost for medical service $9.83 $10.23 
The administrative cost .. on 

Operating deficit 

Operating profit 


It is interesting to notd'that only 9-6% of the 
was not collected as at January 1, 1949, especially since the past 
three years have not been very productive in the Region area. 


“1947. 1948, 


Region $401,453 $453,925 
Referrals outside the Region 58,547 67,909 


Total $460,000 $521,834 
Out-patient services (X-ray, 
laboratory, physiotherapy, 
operating room ef cetera) .. 
Dental services : 
(a) Regional dental clinics - 
(0) Services of private 
dental practitioners .. 22,000 2,172 


Radiological service regional = 11,177 11,576 
Administration 23,570 37,628 
Commission (to municipalities 

for collection) ¥ is 15,000 18,000 


Total expenditures -- $600,444 $672,649 


It is agreed the Region is receiving a good medical and 
preventive service. 

The doctors of the Region are reasonably well satisfied with 
the remuneration provided, but are not happy over the “ceiling” 
imposed on earnings. The acceptance of the “ceiling” by them 
was on @ year-to-year basis, and only as a concession to the 
difficulties of arriving at a budget, due to uncertain economic 
conditions in the Region. 

_ No provision is made in the ional bu for times of _ 
adverse revenue, but it is admitted this should be done. 


Medical service referred outside the Region is remunerate:i at 
only 75% of the 1938 schedule on a general practitioner basis. 
One of the great difficulties here is that only work specifically 
authorized will be recognized by the Region. In many instances 
this handicaps the consultant doctor from practising sound 
medicine. A patient referred for treatment of a specific condition 
may be found to be suffering primarily from a different condition 
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altogether. The consultant doctor, therefore, is handicapped 
by lack of authority to perform necessary investigations and 


treatment, except at the personal expense of the patient. From 
the point of view of the regional board, services outside the 
Region provide a most variable cost from year to year and 
present one of the difficult features to budget for. 

When several Health Regions are envisioned, more central 
authority will be necessary at the provincial level for purposes 
of coordination of- activities. It would also seem obvious that 
further provincial or federal funds will be required before any 
stabilized system can be devised which would provide for 
economic variations in the Regions and variations in the ability 
of the population to pay health taxes. 

Figures presented as costs of the health service do not include 
amounts paid by the population for outside services at their own 
— expense. To obtain accurate figures on this is very 
difficult. 


Health Insurance Principles of the Canadian Medical 
Association. 


It is of much interest to note that the scheme of health services 
in the Swift Current Health Region follows rather closely the 
principles approved by the Canadian Medical Association 
relating to health insurance. Further, it maintains most of the 
best features of private practice, including free choice of doctor 
by the patient, and the privilege of accepting the patient or 
otherwise by the doctor. The confidential nature of the patient- 
doctor relationship is generally maintained. 

While the Canadian Medical Association principles advocate 
provision of a complete nursing and pharmaceutical service, the 
Region provides special nursing services on a restricted basis, 
and has found the cost of providing pharmaceuticals beyond its 
financial ability. 


Conclusion. 


In the experimental scheme of health services as provided 
in the Swift Current Health Region, one finds a rather sound 
system in effect. The people are receiving a high quality of 
medical care, and the doctors, though hard worked, are reason- 
ably happy and providing good cooperation. Much information 
of value is evolving, and after almost three years of activity 
certain trends of thought and conclusions are inning to 
form. The demands for service and subsequent costs are 
gradually increasing, causing some concern as to the ability of 
the Region to continue providing services to the same degree. 
The variable costs also make budget problems difficult for the 
administrator and encourage the desire on their part for a 
“ceiling” on costs. The medical men are loath to accept the 
presence of a “ceiling” when the amount of service required of 
them is an unknown factor. The fee-for-service method of 
payment for services is found to be sound on the premise that 
the doctor providing the most service should receive the most 
remuneration. Very little abuse of this by the doctors has been 
the experience to date. 

With the regional population having difficulty in financing 
the scheme under present conditions, it highlights the problem 
of what should be done in years of economic difficulty. Will 
further provincial and federal funds be essential to maintain a 
sound health service? Will it become necessary in the light 
of further experience to limit the service to provision of general 
practitioner services only ? Some thought is also being given 
to application of the “deterrent principle”, and if so, how best 
to apply it. 

When other Health Regions are formed in the Province it 
will envision more central control and authority at a provincial 
level for proper coordination of Health Region problems. 

_ The future activities in this health scheme and the statistical 
information gradually being compiled will be watched with much 
» since it evolves about the care of a cross-section of the 
general population. Statistics available from other sources to 
date are very scarce, and in many cases of questionable reliability. 
ty encouragement should be given to the people of this 
Region in continuing the excellent experimental effort they are 
8 courageously undertaking. Much of the experience gained 
will be of intestimable value in consideration of any provincial 
or Dominion-wide scheme of health service which may subse- 


municipal 


CANADA’S FEDERAL HEALTH PROGRAMME.' 


By G. D. W. CAMERON, M.D., D.P.H., 


Deputy Minister of National Health, Dominion 
of Canada. 


In considering health work in Canada, it is -important 
to note that our written constitution, the British North 
America Act of 1867, created a Federal State. The fathers 
of confederation laid it down that the central Government 
would look after maritime quarantine and marine hospitals, 
and that the Provinces would be responsible for charitable 
institutions. Times have changed and governments now 
accept responsibility for many tasks unheard of in 1867. 
However, the same federal structure prevails, with the 
result that the same general division of duties between 
the Provinces and the Dominion Government has been 
maintained. 

The result of this evolution has been the assignment to 
the national department of health of certain statutory 
tasks, for example, maritime quarantine, the care of sick 
mariners and Indians and Eskimos, the medical examina- 
tion of immigrants, the medical examination of civilians 
for licence to pilot aircraft, the hospital care of lepers, 
and the administration of the Public Works Health Act, the 
Opium and Narcotic Drug Act, the Proprietary or Patent 
Medicine Act and the Food and Drug Act. Other health 
activities normally associated with national governments, 
such as the care of veterans and members of the armed 
services, are attended to by the appropriate departments 
of veterans’ affairs and national defence. 


The fulfilment of these national duties has necessitated 
the setting up of appropriate services throughout the 
Dominion from coast to coast, up into the Arctic, and. 
abroad in the United Kingdom and on the Continent. The 
headquarters of the Department of National Health and 
Welfare is at Ottawa. . 

A description of the Indian and Eskimo service would 
make a stirring tale in itself.. It is made up of large 
general and special hospitals, small outpost hospitals, 
nursing stations, and a corps of doctors and nurses 
scattered across the country wherever their charges choose 
to live. They work under a wide variety of conditions and 
must be prepared to face any difficulty with their own 
resources. Just last winter they had to deal with a very. 
severe epidemic of poliomyelitis among the Eskimo—a 
fascinating story which will greatly enrich our knowledge 
of this disease. , 

The administration of the Food and Drug Act requires 
a corps of inspectors and laboratory experts to watch over 
and check the quality of all food and drugs offered for 
sale anywhere in the country. The control of narcotics 
is carried on in close collaboration with the Royal 
Canadian Mounted Police and also requires. a field staff. 
The examination of immigrants before they leave their 
homeland has proved to be a very sound and humanitarian 
procedure. The same staff has also done all the medical 
work connected with the very considerable movement of 
displaced persons to this country. 

Time does not permit of full justice being done to this 
phase of our duties. Sufficient has been said to indicate 
that they are of great diversity and far-reaching 
consequence. 

In addition to the statutory duties just referred to, the 
department has another assignment, less well defined, but 
of very great importance, and that. is to cooperate with . 
the Provinces and support them in their discharge of the 
tremendous responsibility of protecting the health of our 
citizens, apart from the special groups already mentioned. 
In the course of the evolution of government participa- 
tion in health work it has come to be accepted that all 
health undertakings usually associated with local. govern- 
ment are the responsibility of the Provinces. They operate 
the departments of health, which either directly or through 
organizations bring modern public health 
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; TABLE I, a 
Provincial Distribution of Grants under National Health Grants Programme, Fiscal Year 1949-1950. b 
D 
Pro- Hospital Tuber- Public b 
Province, Siapet fessional Gonsiaue- Venereal Mental culosis Health Health Public Cancer. | Total.(d) A 
nm. | Training. | tion.(a) Disease. Health. | Control. | Research. | Survey.(5) | Health.(c) al 
wfoundland .. ad 15,944 | $122,171 | $176,614 19,779 | $182,400 923,518 
Nova Scotia... be 26,913 26,918 |' 641,963 26,913 | 211,416 | 180,659 _ _ 254,000 | 172,836 | 1,541,613 vi 
New Brunswick 22,1 22,150 | 508,515 22150 172,665 | 140,510 _ 201,200 | 136, 1,226,248 es 
Quebec e < .. | 140,829 | 140,829 | 3,833,580 | 140,829 | 1,138,212 | 1,066,578 — — 1,516,800 | 1,032,118 | 9,009,775 
ntario .. is .. | 159,052 | 159,052 | 4,344,117 | 159,052 | 1,286,465 | 743,841 _ _ :718,800 | 1,169,570 | 9,739,949 re 
31,815 $1,315 | 765,301 $1,315 | 247,282 | 187,830 800 042 | 1,808,1 Wl 
Saskatchewan 34,815 34,815 é $4,815 | 275,708 | 172,922 _ — $41,600 | 232,444 | 1,990,483 
. 34,527 $4,527 | 855,276 $4,527 | 273,859 | 184,577 — — 338,400 | 280,267 | 1,985,460 
British Columbia 43,043 |. 48,048 | 1,093,864 43,048 | 342,641 | 275,482 _ —_ 432,800 i 2,568,418 m 
do 
sh 
Total .. .. | 616,044 | 515,944 18,384,629 | 515,944 | 4,122,171 | 3,176,614 | 205,148 19,779 | 5,276,000 | 3,590,098 (31,272,266 th 
P 
(a) “It is the intention of the government to ask in the coming year’s estimates (1949-1950) for the re-vote of any unexpended portion of this year’s oe 
(1948-1949) $13 million grant.” Honourable Paul Martin speaking in the debate on address -in- reply to the Speech from the Throne, Hansard, February 23, to 
1949, page 836. Such re-vote not included in this table. lik 
oii ® A non-recurring grant. The portion unexpended in fiscal year 1948-1949 is to be made available in 1949-1950. It is not, however, included in pre 
(© Calculated at 40 cents per capita of 1948 population. 008 
~ (@) Public health research grant excluded from provineial totals but included in total for all provinces. re 
facilities to our people. In addition, the practice of , hospital beds, and that not only was this necessary and ae 
Medicine is regulated by provincial statute. It is no | desirable in itself, but also that it constituted a logical . 
exaggeration to say that the standards set and the results | first step before going on to the implementation of hos- poe 
achieved by our provincial departments and their | pitalization and medical care insurance schemes. ile 
associates in municipal administration are among the finest Essentially the grants can be divided into three parts. jon 
to be found anywhere. The first is a survey grant of $625,000 to enable the Ins 
The role of the Department of National Health and | Provinces to make a detailed examination of their health 
Welfare in this work is one of cooperation and the | resources and to plan such changes or additions as seem 1 
bringing about of such coordination as seems useful. Until | desirable, this to include plans for health insurance if they is | 
about a year ago cooperation consisted largely in providing | so wish. All the Provinces have taken up this grant and _ 
technical and expert services when necessary. Enter- | are busy at the present time with their surveys. Needless the 
prises of this type are arranged by mutual agreement | to say, many different patterns of operation have been T 
and care is taken to ensure that control and direction | adopted and we are looking forward with keen interest is b 
remain the prerogative of the Province whatever the nature | to the results which will follow from this work. I am the 
of the aid furnished by the federal department. In other | sure that this is a phase of the programme very close basi 
words, the Department of National Health and Welfare | to the heart of every doctor in Canada. Much of the vine 
supports, and where desirable supplements, programmes | future development of medicine in this country may be subj 
initiated in the Provinces. affected by the conclusions drawn from these surveys. it i 
* A good example of this type of work is the programme | Certainly it is our hope that organized medicine will thei 
to standardize serological tests for syphilis. The federal | participate actively and that its members will make their sup] 
department, through its Laboratory of Hygiene, supplies | wishes known through the survey organizations estab- mitt 
standardized reagents to all provincial laboratories and | lished in each of the provinces. Indeed, the Canadian by t 
carries out comparative trials of performance by dist- | Medical Association has made most helpful suggestions, repr 
tributing test sera. In this way we have achieved a high | which have been passed on to the survey. groups. the 
degree of uniformity throughout the country. sent: 
Particular emphasis has been placed on the relationship he the 
between federal and provincial health services in order DP F y * depa 
to assist the Provinces in strengthening their general 
that the significance of our new national health programme public health services and their arrange . Th 
gements for tuber 
may be appreciated. In furtherance of the general policy whic 
culosis and venereal disease control, and to enable them 
of federal support to provincial undertakings, the Prime | {, develop effective programmes in mental health, in othei 
Minister announced on May 14 last a system of grants | cancer and in assistance to crippled children. Also included $13,0 
to the Provinces for health work of more than thirty are grants to assist them in training professional per- provi 
million dollars a year. A list of the grants gives the | .onnei and in furthering public health research. There is situa 
best indication of the scope of the programme. They are : the 
shown in Table I hardly time here to describe adequately how the Provinces in fu 
It might be of interest to note that this list follows it m 
very closely, but not exactly, the items which were placed 4 share 
before a Dominion-Provincial Conference in 1945 with the The general public health grant is being used to consi 
important difference that at that time the Federal Govern- | Strengthen and extend health department activity, both delay. 
ment offered a very substantial grant to the Provinces to | Provincial and municipal. New county health units aré a hos 
assist them in the establishment of health insurance. | being established, key personnel are being employed, erie As 
That conference failed to reach agreement on fiscal | Programmes of dental health are being set up, and so forth. Domi 
questions. However, there was a very large measure of The grants for tuberculosis and venereal disease control large 
agreement regarding the technical details of the health | are being used to extend and intensify existing programmes a sho 
insurance proposals and the grants programme, which was | in these fields. Detection facilities are being greatly 80 thi 
not to be wondered at considering the many months of | increased and treatment aided by provision of the new Dital 
intensive work which went into their designing and the | antibiotics. iy 
great contribution made by the famous “Committee of The mental health grant is of special interest because : 
Seven” of the Canadian Medical Association. it is hoped that it may result in greatly extended prevel- be 
In announcing the grants, the Prime Minister made it | tive work. The Provinces already are committed to very 
clear that they were considered to be an essential pre- | large and costly mental hospital programmes, but there is 
‘pequisite of health insurance; that the funds thus made | general agreement that special efforts must be made t0 
available would enable the Provinces to strengthen their | bring preventive work into the community through clinics, 
health facilities, including the provision of much-needed | work in the schools and so forth, Funds from this grant 
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are already commited to both these objectives. The great 
parrier to rapid progress is the shortage of skilled 
personnel. For this reason a large part of this grant is 
being used at the present time to further training schemes. 
Altogether there has been a tremendous surge of interest 
and activity. 

The crippled children grant is a small one and is to some 
extent experimental. It is our belief that the Provinces 
will find it possible to assist in the development of more 
vigorous campaigns to seek out crippling conditions, 
especially in the early stages, and instigate preventive or 
reparative measures. It is too soon to discern the pattern 
which will be followed in using this grant. 

The grant for cancer work is on a matching basis, which 
means that the Federal Government will pay dollar for 
dollar with a Province up to the full amount of a Province’s 
share of the grant based on population estimates, toward 
the cost of approved provincial schemes. It means that a 
Province which is now spending, say, $200,000 in cancer 
work can double its programme without additional cost 
to the provincial treasury. On the other hand, a Province 
like Saskatchewan, which already has a very full cancer 
programme, may absorb its share of the grant into the 
cost of its present programme, thereby setting free a 
substantial sum of money for health work in other fields. 
It is our hope that these funds will result in an effective 
mobilization of special skills in well-equipped centres to 
the end that the cancer victim may have the best care 
possible, and also to ensure optimum conditions for study 
and investigation. Since our greatest hope for the future 
lies in research the Provinces have agreed to devote a 
portion of their share of this grant-ta:the National Cancer 
Institute for the support of research: 

The professional training grant,’ as already mentioned, 
is to assist the Provinces in training key personnel for 
their activities. This is essential to a proper staffing of 
the expanded services made possible’ by the grants. 

The public health research grant, unlike the other grants, 
is being treated as a pooled fund to be administered from 
the Department of National Health and Welfare on the 
basis of applications for assistance coming through pro- 
vincial departments of health. These applications are 
subject to approval by a committee of experts, whose duty 
it is to select from among all projects those which in 
their opinion are scientifically sound and worthy of 
support. The report of the Technical Advisory Com- 
mittee and their allocation of funds is subject to review 
by the Dominion Council of Health, on which there are 
representatives from all of the Provinces. In this way 
the operation of this grant can be studied by the repre- 
sentatives of all governments concerned and the views of 
the council presented for the consideration of the 


department. 


The third part of the grant programme, and the one 
which possibly interests those present more than any 
other, is that for hospital construction, amounting to over 
$13,000,000 a year for five years. There is a special 
proviso that this grant is cumulative and that the bed 
situation will be reviewed at the end of five years, with 
the possibility of a continuation of the grant in part or 
in full. This feature of the grant is important because 
it means that a Province will have the use of its full 
share accumulated over the five-year period—an important 
consideration because of the inevitable difficulties and 
delays attendant on a major undertaking such as building 
a hospital. 4 

As already mentioned, the proposals placed before the 
Dominion-Provincial Conference of 1945 included a very 
large grant for health insurance. It was recognized that 
a shortage of hospital beds would have to be overcome, 
80 there was added an offer of low-interest loans for hos- 
Dital construction. The present grants programme does 
not include provision for health insurance, but the need 
to overcome the bed shortage remains and certainly must 
be met without further delay. Consequently, it was con- 
sidered necessary to provide for assistance to the Provinces 
in mecting this situation. 

The thirteen million dollar a year grant is available to 
the Provinces on the basis of $1000 dollars a bed for acute 


beds and $1500 dollars a bed for chronic and convalescent 
beds toward the cost of construction. The Provinces are 
required to state that the hospital is needed, that it-is 
properly located and sound as to type and plan, and 
furthermore that they will match the Federal contribution 
dollar for dollar. 


There is also provision in this grant for the construction 
of very small institutions, which may be called nursing 
units or health centres. In any case in which the beds 
will be fewer than eight, the grant is calculated on the 
basis of 500 square feet being considered equivalent to 
one bed. In other words, an effort has been made to meet 
every reasonable situation which may present. 


A word about the modus operandi of this scheme would 
seem in order, especially since collaboration between two 
levels of government is a key feature. The first point to 
note is that the money can be spent only on schemes 
agreed to by both provincial and federal departments; no 
other disposal of the funds is possible under the present 
legislation. Another point of great significance is that 
agreement is on a project basis and the projects must be 
initiated by the Provinces. This does not mean that many 
agencies, including municipal departments of health, 
voluntary bodies, universities et cetera, have no place in 
the picture, because obviously they have a tremendous role 
to play in health work; but it does mean that they must 
present their proposals to the Provinces and secure their 
concurrence. In this way the Provinces retain that control 
over the programmes within their borders which is neces- 
sary if they are to discharge their heavy responsibilities. 
This arrangement also ensures that the general principle 
is maintained of channeling federal support to those under- 
takings which will do the most good, but which may 
be beyond the financial resources of the provincial 
departments. 

It would be a mistake if the impression were left that 
we of the national health department are concerned only 
with reviewing projects and issuing cheques. Our Direc- 
torates of Health Services and Health Insurance Studies 
are staffed with experts in the various fields of health 
work. These men and women enjoy the most cordial 
relationships with their opposite numbers in the Provinces 
and they are very conscious of the fact that they have the 
significant duty of assessing and appraising the results 
of this important programme and making recommendations 
to the Provinces and to the Federal Government regarding 
any adjustments of method or policy which may seem 
desirable. These officers feel that they are participating 
in a most significant health enterprise and that their 
utmost efforts will be required to ensure maximum results. 


In appraising the results of the programme during the 
first fiscal year of operation ending March 31 last, it must 
be borne in mind that it was first announced on May 14 
last year that the executive officers of the Provinces were 
given their first briefing on June 7 and that the first 
project from the Provinces reached us on August 25. Thus 
the actual operative period covered is only about seven 
months. 

In this time, and from what might be called a standing 
start, an amount of well over $15,000,000 has been allocated 
to approved. projects and approximately half of this has 
been actually expended on equipment or work done. This 
has been accomplished in the face of great difficulties, 
the main one being shortages of staff. Existing personnel 
in all departments have had to take on this immense 
planning job in addition to their regular duties. They have 
had great assistance and encouragement from members of 
the profession everywhere. Too much cannot be said in 
praise of the men and women who have made possible a 
showing far greater than one could reasonably expect in 
view of all the difficulties and delays which are inevitable 
in setting in motion such a complicated and far-reaching 
programme. Their reward is the knowledge that the 
scheme is well started and moving forward at a lively pace. 

It would be more useful to you if I could describe the 
results of the grants programme in terms of work done 
rather than dollars allocated or spent. Tables could be 
presented of hospitals under construction, of X-ray equip- 
ment purchased, of county health units started, of mental 
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health personnel under training, of other types of training 
schemes initiated, and so forth, but that would hardly 
meet the case either. The truth is that it is too soon to 
see what the results may be from the more than a 
thousand individual projects already approved and started. 

However, of this we may be certain: all the Provinces 
are participating, none more vigorously than the new 
Province of Newfoundland, and every health officer you 
meet is acutely conscious that something new and impor- 
tant has happened and that he or sHe has a challenge to 
meet. We are witnessing the beginning of a new chapter 
in the story of collaboration in the field of health. The 
Provinces are cooperating in a friendly fashion and in 
common concern with the Federal Government to ensure 
that no opportunities are missed for improving the health 
of our citizens. z 


FEDERAL AND PROVINCIAL HEALTH LEGISLATION 
IN CANADA? 


By W. Victsx JOHNSTON, MD., 
Lucknow, Ontario, Canada. 


CanapA is a young nation. The story of this country’s 
display of energy in its search for health legislation to 
make life more livable for its citizens may be instructive. 
HRighty-two years ago, in 1867, four Provinces agreed by 
compact to form the Dominion of Canada. Its population 
was somewhere near 3,500,000. Each Province previous to 
that had its own constitution, its tariff, postage laws and 
currency. They became the first federated government in 
the British Empire. The constitution of this new nation 
was conferred by the Imperial Parliament through the 
British North America Act. 


Jurisdiction. 

In this Act “the Provinces took to themselves, as their 
prerogative, all matters of health that appertained to the 
Provinces, and the Dominion all that appertained to the 
Dominion as a whole”. This arrangement has continued 
and has worked very well, though, as you can see, prac- 
tically all health problems, like those of education, have 
national as well as provincial ramifications. At that time 
the word “health” was limited in meaning. The Dominion 
Government had jurisdiction over “quarantine and the 
establishment and maintenance of marine hospitals”. The 
Provinces looked after asylums, charities and other institu- 
tions for the relief of the poor, and hospitals other than 
marine hospitals. Public health was not even mentioned, 
but over the intervening years the residuary power for 
public health has been accepted generally as being vested 
in the Provinces by virtue of provincial legislation over 
“property and civil rights”, and generally all matters of 
a merely local or private nature in the Province. 


Dominion Activities. 

Beginning in 1867, the health activities of the Federal 
Government shifted from one department to another; first 
in that of agriculture, to that of marine and fisheries, 
and then to that of inland revenue, until in 1919 the 
Federal Department of Health was created. This operated 
as an independent entity until 1928, when it was merged 
with the Department of Soldiers’ Civil Re-establishment to 
become the Department of Pensions and National Health. 
In 1944 this department was again divided and there was 
created the Department of National Health and Welfare, 
which is now responsible for the majority of the interests 
of the Federal Government in health. 

It performs statutory functions in the health field in 
respect to Acts covering immigration medical services, 
quarantine and sick mariners’ services, food and drug 


control, narcotic drug control, public health engineering. 


(respecting sanitary conditions of international boundary 


1Read at the first annual British Commonwealth Medical 
Conference, held at Saskatoon, Canada, on June 6, 7 and 8, 


waters, environmental sanitation in national parks, and 
sanitation on facilities for international transportation), 
Indian health services (providing hospital, medical, 
nursing, dental and related care to Indians, Eskimos and 
nomads who are wards of the Federal Government), civil 
service health facilities, and laboratory and hygiene 
matters. 

The Federal authority also gives leadership and assis- 
tance to the Provinces through Divisions of Industrial 
Health, Mental Health, Dental Health, Nutrition, Child 
and Maternal Health, Hospital Design, Blindness Control, 
Venereal Disease Control, Health Insurance Studies, 
Tuberculosis Control, Epidemiology and Civil Aviation 
Medicine. 

In the field of international health the Dominion of 
Canada is signatory to several conve:.tions, including those 
formerly administered by the League of Nations, but now 
assumed by the World Health Organization. Canada was 
the first nation to deposit the instrument of ratification 
to the constitution of the World Health Organization. 

Other Federal Government health activities are carried 
out by the following: (@) the Department of Veterans’ 
Affairs, which provides medical care for pensioned and 
indigent ex-service men through strategically located hos- 
pitals; (6) the Department of Agriculture, in the inspec 
tion of meat, meat products and canned foods for export 
and interprovincial trade; (c) the Department of Mines 
and Resources, in town planning and sanitation within the 
national parks; (d) the National Research Council; (¢) 
the Dominion Bureau of Statistics, in the compilation and 
publication of vital and public health statistics. 

A unique and interesting instrument of government was 
created in 1919 and is known as the Dominion Council of 
Health. In 1944, under the Department of Health and 
Welfare Act, this body came to be composed of the Deputy 
Minister of National Health, as chairman, the chief execu 
tive officer of the Department of Health of each Province, 
and five additional persons appointed for three-year terms 
by the Governor-in-Council, representing English-speaking 
women, French-speaking women, labour and agriculture, 
with a scientific adviser. Through this body that meets 
twice a year the federal and provincial departments of 
health discuss common problems, correlate their work, 
adopt uniform methods of procedure where feasible, and 
in general remedy the defects of isolation. 

Although not covered by specific legislation, a recent 
development of far-reaching importance in the health field 
was the announcement in May, 1948, of a series of national 
health grants to the Provinces. These grants are of 
three types: 

1. A health survey grant designed to aid the Provinces 
in making a thorough study of health needs and resources. 

2. Health grants consisting of (i) a general public health 
grant, (ii) a tuberculosis control grant, (iii) a mental 
health grant, (iv) a venereal disease control grant, (¥) 
a crippled children’s grant, (vi) a professional training 
grant, (vii) a cancer control grant, and (viii) a public 
health research grant. These grants are distributed to the 
Provinces mainly on the basis of population and are 
designed to promote the extension of services in these 
various fields to an acceptable level throughout the 
Dominion. ; 

3. A hospital construction grant. The Dominion Govertl- 
ment undertakes to provide for construction $1000 per 
active treatment bed and $1500 per chronic or convalescent 
bed, provided that these grants are matched by equal con- 
tributions from the Provinces. It is hoped that 40,000 
more beds will be available in Canada in five years. 

The national health grants are projected for a period of 
five years, and it is estimated that a sum of $30,000,000 
per annum will be made available. Their administration 
or allocation is covered by orders-in-council. Already they 
are responsible for a significant surge of activity in the 
field of public health. They will have a profound effect. 


Provincial Activities. 
A typical provincial department of health carries its 
activities through divisions or branches representing the 
following fields of activity: vital statistics, epidemiology 
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and communicable disease control, public health engineer- 
ing, industrial hygiene, tuberculosis prevention, public 
health laboratories, venereal disease control, cancer control, 
maternal and child hygiene, mental hygiene, dental 
hygiene, public health nursing, and hospitals. 


Provincial legislation varies as to terminology, but in 
most instances legislative power for provincial health 
activities is provided by provincial Acts, similar in name 
to the divisions enumerated above. 

Generally speaking, the provincial public health acts 


require local municipalities to appoint a board of health, 
a medical officer of health, and such number of sanitary 


‘inspectors as is necessary to enforce the regulations of 


the public health Acts. These local agencies do most of 
the public health work, assisted and supervised by the 
provincial department of health. In the cities full-time 
public health departments are the rule. In rural areas 
much public health work has been done by part-time 
officials, but there is a marked development of larger units 
embracing counties with 25,000 or more persons and staffed 
with full-time personnel. 


In two Provinces—Saskatchewan and British Columbia— 
compulsory hospital care insurance is in force. Pro- 
vincial Acts providing for a measure of health insurance 
have been passed in British Columbia, Alberta and 
Saskatchewan, but for various reasons have not been put 
into effect. 

Medical education and licensure are controlled by legis- 
lation of the Provinces called the Medical Act or the 
Medical Profession Act. This has been dealt with by a 
previous speaker. 

The Provinces of Ontario, Saskatchewan, Alberta and 
British Columbia now provide public assistance to the 
recipients of old-age pensions, blind pensions, mothers’ 
allowances and municipal relief. This activity is 
authorized by order-in-council. In four of these Provinces 
the moneys for the remuneration of the doctors are made 
available to the organized medical profession and the 
administration of the medical services to these people is 
the responsibility of the profession. This is a significant 
development, for it is unusual for a voluntary organization 
of doctors to have complete control of the dispersement 
of public funds provided for medical care. 


Beginning in Ontario in 1914, workmen’s compensation 
laws are in effect in every Canadian Province. Under 
these Acts, compensation is paid to employees for accidents 
occurring in the course of employment and for certain 
industrial diseases, such as silicosis. In addition to this 
moneiary compensation, the cost of medical care by private 
Practitioners is defrayed. 


Related Legislation. 


Although not strictly related to health, certain legisla- 
tive activity should be mentioned because it contributes 
to the public welfare and indirectly to the health of 
Canadians. ‘ 

By ‘ct of the Federal Parliament, old-age pensions are 
payable, subject to a means test, to persons over seventy 
years of age and to blind persons over forty years of age. 
The federal contribution here is supplemented in every 
instaice by a provincial contribution. 


Under the Family Allowances Act, since July, 1945, 
nearly every Canadian child under the age of sixteen 
years receives a monthly allowance of $5 to $8, depending 
on age. There are no strings attached except that those 
of school age must attend school. Wherever possible the 
Money is paid to the mother. Allowance cheques averaging 
$13.25 go out from Ottawa each month to some 1,700,000 
families for the benefit of nearly 4,000,000 children. This 
is the most significant development in North America in 
the redistribution of income since the invention of the 
income tax, 

The National Physical Fitness Act provides to the 
Provinces, on a per capita basis, funds not exceeding 
$225,000 annually for the promotion of physical fitness and 
recreational projects. 


Conclusion. 

This recital of health legislation would indicate that 
there has been an enormous expansion of health services 
in Canada. It has been estimated that in 1930 the expendi- 
tures for health and social services for all levels of govern- 
ment in Canada were about $85,000,000, while last year they 
were about $850,000,000, a tenfold increase. The modern 
idea is that the State, being an association of citizens, is 
organized for the general well-being of all and should aid 
the ill, the injured, and all those who are otherwise 
handicapped as much as possible within the resources 
available. This shift to the left toward a so-called welfare 
State was not accomplished without much effort. Many 
of these measures were first discussed by the people around 
the fireside, in the shop and in the market place, and then 
dealt with in heated debate on the hustings and finally in 
Parliament to become law. I submit this is democracy 
at its best. 


DECAMETHONIUM IODIDE C, IN ANASSTHESIA: 
A PRELIMINARY REPORT ON A SHORT 
SERIES OF CASES. 


By A. P. Barrasar, D.A., 
AND C. A. SARA, M.B., 
Sydney. 


A SMALL supply of decamethonium iodide sufficient for 
12 cases was made available. As so few clinical reports 
of its use have been published, it was decided to carry 
out an investigation of its use as a muscle relaxant in 
anesthesia. 

Pharmacology. 

Decamethonium iodide C, is a white crystalline syn- 
thetic salt freely soluble in water. It is miscible with 
thiopentone, the alkaloids and procaine. It is non-irritant 
when injected into tissue. Its action in animals and in 
man is apparently similar to that of curare, but of less 
duration and it is not antagonized by “Prostigmin”. A 
pharmacological antidote, pentamethonium iodide, was 
discovered in early animal experiments. However, owing 
to the action of this substance in blocking autonomic 
ganglia and thereby causing severe falls in blood pressure, 
the wisdom of its use in man is doubtful. 


Side Actions. 
No significant side actions have been reported with the 


commen of a tendency to post-operative retention of 
urine. | 


Mode of Issue. 

The drug is roughly five times as potent by weight as 
d-tubocurarine chloride, and is issued as a colourless, 
transparent solution in ampoules containing five milli- 
grammes of decamethonium iodide in a volume of 2°5 
millilitres. The drug has been prepared in this concen- 
tration so that 1-5 millilitres contain a dose equivalent in 
effect to the same volume of d-tubocurarine chloride 
solution. Thus a reserve dose is contained in the standard 
ampoule equivalent to 10 milligrammes of d-tubocurarine 
chloride. 


Advantages. 

1. The duration of the action is ephemeral and with a 
single dose is twenty minutes. Thus no residual weakness 
of respiratory muscles is likely on return of the patient 
to the ward after short operations. 

2. The effects are non-cumulative. Additional doses of 
decamethonium iodide produce relaxation for equal periods 
of time. 

8. Histamine liberation—a reported disadvantage of 
d-tubocurarine chloride—has not been noted with the use 
of decamethonium iodide. 

4. The substance is miscible with thiopentone. 


5. The drug is cheap and because of its synthetic nature © 


it is easy of standardization and readily available. 
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Disadvantage. 
The only disadvantage appears to be its slow onthe of 


action (four to five minutes). As this is constant, how- 
ever, it may be allowed for in the mode of administration. 


The Present Series of Cases. 


The patients were unselected, and comprised ten in. 


need of urgent intraabdominal surgery and two for interval 
operations. 


Technique of Administration. 

The contents of an ampoule of decamethonium iodide 
were drawn up into a three millilitre syringe which was 
attached directly to the side piece of a two-way:tap. This 
tap was carried on a 20 millilitre syringe containing 5% 
thiopentone solution. By this means loss of the small 
amount of relaxant solution in connecting tubing was 
obviated. Half a millilitre of thiopentone solution served 
to wash the relaxant solution down into the vein through 
the tube connecting syringe and needle. This method 
would not be possible with curare, owing to mutual 
incompatibility of the solutions. Although decamethonium 
iodide and thiopentone solutions are miscible, it was found 
inadvisable to combine them in the same syringe because, 
in practice, the dose of the narcotic needs to be repeated 
more frequently than that of the relaxant. 


Adjuvants. 
For all short administrations oxygen and air were given 
from a circle absorber anesthetic apparatus, adequate 
narcosis being maintained with thiopentone. In longer 


procedures cyclopropane or nitrous oxide and oxygen were 
added. 


Dose and Effect. 


After induction with a dose of thiopentone just sufficient 
to abolish consciousness, an initial amount of 1-5 milli- 
litres of decamethonium iodide was given to all patients 
irrespective of body weight. The first effects were 
evidenced by a decreasing amplitude of respiration com- 
mencing from about the second minute and reaching a 
maximum depression at the end of the fourth minute. 
By this time the surgeon reported that relaxation was 
excellent. Apnoa occurred in three cases. The clinical 
impression was gained, in contradistinction to the finding 
of Organe, that there is a relationship between the weight 
of the subject and the degree of the effect. Thus it would 
seem prudent to adjust the dose according to the subject’s 
weight. Recovery from respiratory depression as evidenced 
by increase in minute volume was complete in about three 
minutes. Assisted respiration was employed during the 
phase of maximum depression. For one patient, suffering 
from a severe degree of toxemia and much below average 
weight, artificial respiration was employed for eight 
minutes. Even though recovery from respiratory depression 
occurred rapidly, relaxation as reported by the surgeon in 
all cases remained adequate for twenty minutes. After 
this return of muscle tonus was very rapid. 


Airway. 

In most cases an oro-pharyngeal airway was used and 
found satisfactory. In three cases intubation was carried 
out with ease at the end of the fifth minute. Hewer and 
Lucas have reported lessened tendency to respiratory 
grunting with decamethonium iodide as compared with 
curare. In this series no respiratory grunting whatever 
was recorded. 

Cardio-Vascular System. 

Comparison of electrocardiograms taken during. anes- 
thesia and after operation showed no deviation from 
‘normal, except in one case, in which cyclopropane was 
being used as an adjuvant and produced transient pulsus 
bigeminus. \No changes in pulse and blood pressure 
directly due to the decamethonium iodide were detected. 


Venous Thrombosis. 
Because of the previously reported occurrences of venous 
thrombosis following the use of certain other synthetic 
relaxing agents, particular attention was paid to the post- 


operative appearance of veins used as a channel for 
decamethonium iodide. Venous thrombosis did not occur 
in any case. 

Urinary System. 

Reports of post-operative urinary retention led to the 
focusing of special attention on this point. In two cases 
a full bladder with restlessness occurred; spontaneous 
recovery took place in twelve hours. In one of this series 
a direct observation of the effect of the drug on the 
kidney function was rendered possible by the cooperation 
of the urologist. After the effect of an injection of 
decamethonium iodide had become maximal, the time 
taken for indigo-carmine injected intravenously to be 
excreted was observed cystoscopically, and was normal. 
In this regard it must be noted that Barrett, reporting in 
1934 on the general occurrence of post-operative retention 
of urine, indicated that irrespective of age, sex or opera- 
tive technique the average incidence was 18-6%. 

Microscopic and macroscopic analysis of post-operative 
urine of all patients was carried out, but no abnormality 
was found in any case. 


Conclusion. 

A preliminary report.on a clinical trial of decamethonium 
iodide is presented, together with the details of technique 
used. Practical advantages which this drug appears to have 
over curare are as follows: (i) ephemeral action and 
therefore ready adaptability to shorter procedures requir- 
ing relaxation without the fear of post-operative respira- 
tory depression; (ii) miscibility with thiopentone solution; 
(iii) cheapness of manufacture; (iv) a reserve supply 
in each ampoule; (v) the lessened risk of bronchospasm 
with this drug. 

However, despite the apparent safety of this drug, it 
is well to recall the warning of Marshall and Daly that 
drugs of the curariform type should be used only by those 
familiar with the technique of controlled respiration and 
where facilities exist for carrying it out adequately. 
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Reviews, 


PHYSICAL BIOCHEMISTRY. 


Barrett, N. 
Retention of Urine”, 


As interest moves from the qualitative or descriptive 
aspects of metabolic processes to the dynamic or quantitative, 
an understanding of the physico-chemical principles under- 
lying these reactions becomes increasingly necessary. T0 
meet this need, more particularly for medical students, - 
Johlin’s “Introduction to Physical Chemistry” has been 
written.t It deals with the subject in a clear and on the 
whole adequate manner without the use of complicated 
mathematics. 

1“Introduction to Physical Biochemistry”, by J. M. Johilin, 

.D., D.Se.; Second Edition; 1949. New York: Pau) B. 
Hoeber, S eprapmaeaaas 94” x 6”, pp. 278, with a few illustrations. 
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The subject is introduced by brief consideration of the 
varying equilibrium of the reacting systems of the blood. 
This is followed by discussions of the properties of the two 
most plentiful constituents of the blood, water and hzmo- 
globin. The succeeding chapters deal in a more general 
manner with the usual content of text-books of physical 
chemistry, with the gas laws, the colligative properties of 
solutions, colloids, chemical equilibrium and the law of 
mass action, the determination of pH and the action of 
buffers, and oxidation-reduction reactions. 

After this general discussion af the subject, which 
occupies about half the book, the blood is considered again 
in more detail from the point of view of its respiratory 
functions and its acid base-balance. Finally there is a 
discussion of certain of the oxidation-reduction reactions of 
he body. 

. Two soviet lacks in the book are the absence of any 
discussion of the kinetics of enzyme action and of the 
thermodynamics of the oxidation-reduction reactions. As 
enzymes play such important parts in most of the reactions 
of the body, and as the energy exchanges accompanying 
these reactions are often their most important aspect, the 
omission of discussion of these topics is hard to understand. 

A few selected references to the subjects discussed would 
also, be an improvement. It is to be hoped. that the oppor- 
tunity will be taken to make good these omissions in future 
editions of a book, which is otherwise admirably suited to 


its purpose. 


X-RAY DIAGNOSIS OF THE EXTREMITIES AND 
SPINE. 


A work entitled “Roentgen Diagnosis of the Extremities 
and Spine” is Volume XVII in the series of “Monographic 
Atlases in Annals of Roentgenology”, and is written by 
Albert B. Ferguson, M.D. The original book appeared in 
1939 and the present second edition is a revised and enlarged 
book.’ 

The introduction deals with the X-ray features of bone 
diagnosis, and is followed by a general description of bone 
structure, diaphyseal lesions and infections, fractures and 
various pathological conditions met with in practice. The 
author urges that a concise diagnostic report of a patho- 
logical condition should be given, and that lengthy 
anatomical descriptions should be avoided. The lesion 
present should be described in an orderly manner, and space 
should not be wasted on what might be present. The 
reporter must learn to identify active destruction, atrophy, 
reactive subperiosteal calcification, inert subperiosteal 
calcification, irregular ossification, non-reticulation, pyogenic 
density et cetera. Changes in the soft tissues must also be 
noted. He must note the abnormality and always be pre- 
pared to examine the unaffected side. A list of prominent 
features to be sought in bone conditions is appended. 

Calcification as occurring in bone pathology is dealt with 
extensively, and various good illustrations are given of 
many conditions in which this change occurs. Changes in 
the reticular structure of bone in disease such as atrophy 
and condensation must always be looked for, and many 
systemic diseases produce characteristic changes in the 
structure, for example, malacia, anemia, renal rickets et 
cetera, 

Infections in bone are seen typically in diaphyseal bone, 
but the same features are seen also in the epiphysis and 
metaphysis. The reactive area is of great importance, and 
gradual loss of intensity in this area is a clear indication 
of subsidence of the lesion. 

Chapter V deals with diaphyseal malignant disease and 
the author points out that if active destruction is obvious, 
but no reactive type subperiosteal calcification, or reactive 
swelling or medullary reaction area is present the lesion 
is a malignant one. Inherent disturbances of bone forma- 
tion are classed as chondrodystrophy when there is an 
altered rate of bone growth from cartilage, whereas 
chondrodysplasia is characterized by persistent failure in 
formation of bone from cartilage. Both these conditions 
are described simply and without the usual introduction of 
complicated nomenclature. Illustrative cases are given with 
short case histories. 

In chapter VIII the author goes into minute description of 
Cartilage lines, fracture lines and various anomalies of 
bone. He points out that cartilage lines tend to be similar 
throughout, while the fracture line tends to be wider at one 


end than the other, and bone surfaces abutting on the line 
tend to be sharply irregular or jagged, and bone at the 
margin of the line tends to be angular instead of rounded. 

In regard to anomalies, for example, spondylolisthesis, he 
considers that a congenital defect is always present in the 
lamina between the inferior facet and the pedicle. Fractures 
and methods of healing are considered along conventional 
lines. Variations are noted in the rate of healing. It is 
accelerated by youth, good apposition of fragments, minimal 
hematoma, adequate circulation, normal calcium content, 
immobilization, early use after union and absence of disease. 
It is delayed by conditions adverse to this condition. The 
author stresses the difficulty of stating the age of fractures. 
The various conditions which may be diagnosed in soft 
tissues are considered. The author points out that when 
the soft tissue shadow is consistent with the size, shape 
and position of an organ or part normally present, it is 
proper to assume that it represents that organ or part of 
the organ. Variations from the normal may give valuable 
evidence of pathological change. Swellings in the sub- 
cutaneous fat accompanying neighbouring infections may 
indicate a site of infection. Variations in muscle shadows 
may also give a hint of neighbouring bone infection. The 
author considers that imbalance of joint space, for example, 
in the knee, points to some derangement of the cartilage. 
This contention is not generally accepted by radiologists 
or orthopedic surgeons. Osteoarthritis and degenerative 
arthritis are looked on as synonymous terms and the types 
of osteoarthritis and ‘spondylitis in the aged are referred 
to as degenerative fibrositis or degenerative osteoarthritis. 
The author considers that rheumatoid arthritis is an allergic 
disease in which the joint manifestations are a reaction to 
an irritant without the radiological characteristics of 
infection. 

In tuberculous arthritis there is a progressive develop- 
ment of effusion, atrophy, decalcification, thin joint space 
and later destruction without recalcifying reaction. The 
illustrations in this section on tuberculous arthritis are below 
the standard which one would expect. Other infectious 
arthritides are described along conventional lines, but here 
again the illustrations are below standard. 

Nothing new is introduced in the section on tumours 
and the reticulo-endothelial conditions are not- dealt with 
in detail. The illustrations of the various spinal abnor- 
malities are of much better quality. The author is not over- 
enthusiastic about the X-ray diagnosis of disk protrusion 
and points out the value of good clinical examination. 

Altogether the work is disappointing and the classification 
of pathological conditions is unusual. The serious childhood 
lesions do not receive sufficient attention, and it is rather 
a backward step to see illustrations in the positive instead 
ot the negative to which American authors have trained us. 


MATERNAL INFECTIOUS DISEASE AND THE INFANT. 


Dr. F. BAMATTER’S small book entitled (in English) “The 
Effects on the Infant of Maternal Infectious Diseases during 
Pregnancy, with Special. Reference to Toxoplasmosis and 
Rubella”, should be of considerable value, particularly to 
obstetricians, pediatricians and ophthalmologists.’ 

As toxoplasmosis was unknown in Australia until 1946, 
when Graeme Robertson recorded the first case, doubtless 
there will be many clinicians who are not very familiar 
with its manifestations. Consequently the clear and concise 
account of this infection given by the author, based largely 
on his own cases, should be very helpful in its diagnosis. 
Incidentally, the author points out that a syndrome closely 
resembling toxoplasmosis can be induced by irradiation with 
X rays during early pregnancy, and illustrates (Figure 15) 
the fundus oculi in such a case. 

In contrast the sequele of pre-natal infection with rubella 
are well known in this country, because not only were they 
first recognized by N. McAlister Gregg, of Sydney, but the 
extension and development of his discovery have been largely 
due to other Australians. Nevertheless, all will profit from 
a study of Dr. Bamatter’s detailed account of five cases 
occurring in Switzerland. He makes a significant new con- 
tribution by describing the encephalographic appearances. 

Probably the most valuable section of the work consists 
of two tables (Va and Vb, pages 52 and 53, reSpectively) 
which deal with the differential diagnosis between congenital 
malformations resulting from toxoplasmosis and those evoked 
by rubella. As the syndromes have several features in com- 


*“Roentgen Diagnosis of the Extremities and Spine”, by 
Albert B. Ferguson, M.D.; Second HEdition, Revised and 
Enlarged ; 1949. New York: Paul B. Hoeber, Incorporated. 
103” x 73”, pp. 548, with 631 illustrations. Price: $15.00. 


1“Répercussions sur Venfant des maladies infectieuses de la 
mére pendant la grossesse”, by F. Bamatter; 1949. New York: 
S. Karger, Limited. 94” x 6%”, pp. 60, with 24 illustrations. 
Price: Fr. (Swiss) 7.50. 
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mon, for oupiata. microphthalmos, retinal changes, strabis- 
mus, mental retardation and microcephaly, occasionally they 
may be confused by the unwary. 

The book is well printed on good quality paper, but the 
cardboard cover is flimsy, necessitating the rebinding of 
copies for library use. For the most part the illustrations 
are excellent, but one or two of the radiographs (printed 
as positives) have not reproduced well. - 

There is an extensive bibliography. 

The author’s style is limpid and the phraseology so simple 
that little difficulty will be experienced in the reading of the 
book. 


MATERIA MEDICA FOR NURSES. 


Tue usefulness and value to nurses of “Materia Medica 
for Nurses” by Sister Lois Oakes and pharmacist Arnold 
Bennett is supported by the early appearance of the third 
edition. 

The publication of the 1948 British Pharmacopeia 
demanded a new edition of a volume of this kind for the 
use of nurses as_well as for those in other allied professions. 

The broad scope of materia medica is adequately covered 
from aceta to zuiziber in alphabetical order for 
reference, and the book includes brief treatises on penicillin, 
streptomycin, sulphonamides, serologi¢éal products and even 
the anticoagulants. 

The text is for the most part concise yet sufficiently 
detailed; however, some information is not in keeping with 
current medical opinion. For example, reference is made 
to acriflavine as having been given by intravenous injection 
in the treatment of septicemia and gonorrhea. Such 
therapy surely now has a place in medical history only 
and does not require mention in books of this kind. 

The sections on pharmaceutical arithmetic, weights and 
measures, posology, poisons and antidotes and synonyms 
are adequate and presented in a useful form for ready 
reference. 

The volume is well printed and indexed and, as presented, 
has a place in any nurse’s library. Indeed with a few 
further additions to the text the volume could be named a 
handbook for nurses and as such could demand for itself 
@ more extensive circulation. 


ELECTROCARDIOGRAPHY AND CLINICAL DISORDERS 
OF THE HEART BEAT. 


Just before his death in 1945 Sir Thomas Lewis revised 
and combined in one volume two of his earlier authoritative 
treatises, “Clinical Disorders of the Heart Beat” and “Clinical 
Electrocardiography”, which passed through six and seven 
editions respectively.” 

After the technique of electrocardiography and the 
physiological electrocardiogram and its variations are 
described the remainder of the book is devoted principally 
to descriptions of the various abnormalities of rhythm and 
rate which occur in the normal and the diseased heart. The 
fifth chapter, however, is entitled “Electrocardiogram of 
Special States”, and in it Lewis makes brief reference to 
the electrocardiograms found in diseased conditions of the 
various valves, in congenital abnormalities of the heart and 


in cardiac infarction. It is refreshing to note in these days _ 


of multiple precordial leads and unipolar electrocardiography 
that he simplifies the subject by describing only one chest 
lead. He makes the following statement: “It is a lead from 
the right arm to the mid-clavicular line in the 5th space, 
and is known as CR IV; the usual right arm contact is 
maintained and the left arm contact is placed over the 
precordium.” This lead is undoubtedly most useful, but it is 
a matter for regret that Lewis is not alive today to guide 
clinicians through the maze of the newer methods of electro- 
cardiography that have arisen since his death. 

The book is full of clinical wisdom and is written in 
Lewis’s precise and clear style. The publishers are to be 
congratulated on producing in splendid style “this last, and 
perhaps greatest, of Sir Thomas Lewis’ works”. 


1“Materia Medica for Nurses”, by Lois Oakes, S.R.N., D.N., 
and Arnold Bennett, M.P.S.; Th ird Edition ; 1949. Edinburgh: 
E. and 8. Livingstone, Limited. 7” x 43”, pp. 386. Price: 8s. 6d. 

2“Blectrocardiography and Clinical Disorders of the Heart 
Beat: A Handbook for ag and Students”, by the late 
oy Thomas Lewis, C.B.E., » M.D., D.Sc., LL.D., F.R.C.P. ; 

949. London: Shaw and ‘Sons, "Limited. si” x 53”, pp. 308, 
with 215 illustrations. Price: 2 


Books Received. 


[The mention of a book in this column does not imply that 
no review will appear in a subsequent issue.) 


“Surgery for Nurses: A Text-book for the Surgical Nurse”, 
by James Kemble, .ChM., F.R.C.S. (England), F.R.C.S. 
(Edinburgh) ; 1949. Bristol: John Wright and Sons, Limited. 
London: Simpkin Marshall Limited. 83” x 5%”, 358, 
with 374 illustrations, some of them coloured. Price: 21s. 


_An amplification of lectures given to nurses over a period 
of years. 


“Diagnosis and Treatment of Brain Tumours and Care of the 
Neurosurgical Patient”, by Ernest Sachs, A.B., M.D.; Second 
Edition; 1949. St. Louis: The oc V. Mosby Company. Mel- 
bourne: W. Ramsay (Surgical) Proprietary, — a x Oe 
pp. 554, with 348 iitusteetions. Price: £7 17s. 6 


The subject is treated from the point hg view of the 
neurological surgeon. 
“Nervous and Neurohumoral Regulation of Intestinal 


Motility”, by W. ; 1949. London: Interscience 
Publishers, t Interscience Publishers, 


ed. : 
— 9” x 6”, pp. 148, with 32 illustrations. Price: 


One of the series of “Monographs in the Physiological 
Sciences”. 


- “Human Personality and its ms 38 Disorders”, by William 
Harrowes, M.D., M.R.C.P.E., D.P.M., F.R.S.E. ; 1949. Edinburgh: 
E. and S. Livingstone, Limited. 3” pp. 272. Price: 15s. 

One of the author’s objects is to provide “a manageabie 
concept of the concrete objective data of human personality 
as a whole”. 


“Elements of Food Biochemistry”, by William H. Peterson, 
Ph.D., John T. Skinner, Ph.D., and A gee 
1949. London: Staples Press, Limited. 
Press, Incorporated. 83” x 53”, pp. 276, wih” 32° Ginatrations. 
Price: 21s. 

Designed “to emphasize the chemistry of the constituents 
of food and the chemical changes that these constituents 
undergo in the process of metabolism”. 


“The L.C.C. ee RE A Retrospect”; 1949. London: Staples 
a, Limited. 73” x 5”, pp. 160, with illustrations. Price: 


"inno as the London County Council Hospitals pass 
from the control of the Council to that of the boards set 
up under the National Health Service Act, 1946. 


“Brain and Behavior: Induction as a Fundamental Mechanism 
of Neuro-Psychic Activity. Experimental and Clinical 
Study with Consideration of Educational, 
General Sociological Implications”, by N. "EL Ischlondsky, M.D. 
ecg) ada Kimptom. 93” x 6”, pp. 204, with 46 illustrations. 

ce: 21s. 


The book is described in the subtitle. 


“Aids to = M. Watson, B.Pharm., 
Ph.c., and J. M. Fee 8.; Fourth Edition ; 1949. 
London : Bailiiere, Tindall and ‘Cox. 63” x 4”, pp. 220. Price: 5s. 

Intended as a concise reference book for use by those who 
are actually dispensing. 

“May and Manual of of the Eye’, by 
Montague L. Hine, M.D. (London), F.R.C.S. ee, gael , Tenth 
Edition; 1949. London: Bailliére, Tima and Cox. 
pp. 62, with 368 illustrations, some of them ocak: "Bia! 


The first edition was published in 1906. 


“The Medical Annual: A be Book of Sa and 
Practitioner’s Index.” 


The sixty-seventh year of publication. 


“What Is Man?: Evolution’s Answer”, by Alfred Pt 


1949. London: C. A. Watts and Company, Limited. 
pp. 220. Price: 10s. 6d. 


A discussion in the light of man’s inherent “selfishness”: 
“The Vitamins in Medical Practice”, by J. Shafar, M.D. 


M.R.C.P., D.P.H.; 1949. London: Staples Press, Limited. New 
ag Staples Press, Incorporated. 8%” x 54”, pp. 386. Price: 


Intended for the practising physician and for those reading 
for higher examinations. 
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All articles submitted for publication in this journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 
abbreviations and not to underline either words or phrases. 

References to articles and books should be carefully 
checked. In @ reference the following information should 
be given without abbreviation: surname of author, initials 
of author, year, full title of article, name of journal without 
abbreviation, volume, number of first page of the article. 
If a reference is made to an abstract of a paper, the name 
of the original journal, together with that of the journal 
in which the abstract has appeared, should be given with 
full date in each instance. 

Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction are invited to seek 
the advice of the Editor. 


LESS THAN A PENNY PER MEMBER 
PER QUARTER. 


Tue third annual assembly of the World Medical Asso- 
ciation was held at British Medical Association House, 
London, on October 11 to 15, 1949. A report of the 
proceedings appears in the Supplement to the British 
Medical Journal of October 22, 1949. For this reason there 
is nothing to be gained by a recital in this place of all 
that was done at the meeting. The Federal Council of 
the British Medical Association in, Australia was repre- 
sented by Dr. L. Llewellin Davey of Adelaide. In his 
letter to the Genera] Secretary Dr. Davey stated that 
he was very impressed with the honesty of purpose of 
the officers and delegates and with their desire to make 
the World Medical Association a force for good in the 
future well-being of humanity and to work with and 
correlate the activities of other bodies in the world, 
whose aim might be similar, but whose field was more 
limited. As a matter of fact the World Medical Association 
is a body of the utmost importance to the medical pro- 
fession of every country. The medical practitioners of 
any country would be foolish to cut themselves adrift 
from a common, world-wide effort. This applies to Aus- 
tralia more perhaps than to most countries from the 
very fact that the Australian Commonwealth is so far 
from other countries. The closeness of the relationship 
between corporate medicine in Australia and the World 
Medical Association will depend ultimately on the attitude 
of individual doctors to the Association. At first sight 
there may not seem to be any great reason why Australian 
doctors should take notice, but the holding of the recent 
meeting provides an object lesson that should not be 
passed by. 

The objectives of the World Medical Association have 
been stated in the following terms: 

1. To promote closer ties among the national medical 
organizations and among the doctors of the world by personal 
contact and all other means available. 

2. To maintain the honour and protect the interests of the 
Medical profession. 


3. To study and report on the professional problems which 
Coniront the medical profession in the different countries. 


4. To organize an exchange of information on matters of 
interest to the medical profession. 


5. To establish relations with, and to present the views 
of the medical profession to the World Health Organization, 
U.N.E.S.C.O., and other appropriate bodies. 


6. To assist all peoples of the world to attain the highest 
possible level of health. 


7. To promote world peace. 

The World Medical Association hopes to achieve its 
objectives by the exchange of information. To this end 
questionnaires are sent to the membership countries and 
the replies are collated. For example, a discussion took 
place on post-graduate education and specialist training 
in the light of replies from 32 countries dealing with 
the existence and establishment of standards for specialists, 
the period and type of training required, the details of 
examinations and other matters, including the oOppor- 
tunities for advanced education for doctors not interested 
in becoming specialists. From this there arose a dis- 
cussion on the status of the general practitioner. From 
France came the view that the general culture of the 
general practitioner should be on the same level as that 
of the specialist; from America came the view that there 
should be complete integration of the general practitioners 
in the hospital services, with adequate representa‘ion on 
the hospital staff and on the executive medical committee. 
From Sweden it was suggested that the general prac- 
titioner seemed inclined to look down upon himself by 
referring patients to specialists more and more quickly, 
as though afraid to handle them himself. On the ethical 
side the question of therapeutic abortion was discussed 
at the instance of a representative of Eire. This delegate 
did not succeed in his amendment that reference to thera- 
peutic abortion should be omitted. The vote was so close, 
however, that on the following day after a committee 
had considered the paragraph in question, the clause was 
resubmitted and specific reference to therapeutic abortion 
was omitted. These references will indicate one or two 
of the subjects discussed and it should be noted, as the 
Chairman of Council insisted, that it is one of the funda- 
mental principles of the Association that it does not 
dictate to any member association. It is for each member 
association to apply the spirit of resolutions in the way 
that it finds best. 


One of the most important discussions that took place, 
and that on which we wish to lay particular stress, had 
to do with social security and the relationship of the 
medical profession to it. Dr. Charles Hill, the President, 
pointed out that governments were concerned with schemes 
of social security embodying medical services and that 
the governments were closely associated with one another 
in these matters—each was making a careful study of 
what the other was doing. Because of this intergovern- 
mental activity he thought that it was only right that 
the medical profession in each country should be informed 
of what was going on elsewhere. “It was important that 
the profession should be informed of the trend of govern- 
mental activities, should maintain a wise vigilance, and 
should be prepared to resist tendencies which threatened 
the freedom of the profession.” The meeting had before 
it a factual summary of the conditions in twenty-four 
countries, and representatives from several of them 
described their experiences and expressed their opinions. 
The time was ripe for the representatives from so many 
different and widely separated countries to hear at first 
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hand: what was happening in Great Britain. Dr. H. 
Guy Dain made a short statement on the early experience 
of the new National Health Service and it may be antici- 
pated that those present profited from what they heard. 
Dr. Dain said that the profession in Great Britain had 
for many years urged a general medical service for the 
nation, but it had not been expected that a free service 
for the entire population would be brought in other than 
gradually. The inevitable had happenéd, that where a 
community found itself entitled to a free service it made 
immediately the maximum demand. The position of the 
medical profession had been made very difficult. The 
remuneration of the general practitioner had not been 
finally settled, and consultants and specialists had only 
recently been acquainted with their terms and conditions. 
Dr. Dain described the present state of affairs as dis- 
organized and said that the rush of work was such that 
many doctors complained that they could not give their 
patients as much time and attention as they desired. 
He emphasized one or two other points—that the freedom 
of the patient to choose his own doctor was essential to 
the progress of medicine; that the doctor should be free 
to act within his discretion as to the kind of practice he 
undertook and the place in which he practised; and that 
private practice should be continued side by side with 
any State service. 

In making a plea for the recognition by Australian 
doctors of the World Medical Association as an organiza- 
tion to be fostered and as a force to be reckoned with 
in the future, we would remind readers that the unsettled 
state of affairs in the world of medicine is part of the 
disturbance in every avenue of human life. Humanity 
must make an effort to recover its equilibrium—to adopt 
a counsel of despair is unthinkable. The nations do what 
they can in the United Nations Organization, in the World 
Health Organization and so on. He would be foolish 
who would say that such efforts are useless. The idea 
of a world-wide association of medical people is essentially 
sound. There are those who ask: “What do we get out 
of it?’ They want to know why their good money is 
sent to support such a venture. The reply of course is 
that the profession of medicine is at bed-rock the same 
in all civilized countries. This body of medicine is 
really indivisible. One member cannot cut itself off and 
declare that it is not “of the body”. We also know that 
when one member of the body suffers all the members 
suffer with it. If we look at the matter from no other 
point of view, we must declare that a world-wide recog- 
nition of mutually accepted principles and beliefs will 
help the morale of those in weaker communities who 
strive to maintain freedom. Who is weak and who is 
strong? At one time one group and at another time 
another. It is more comely to ask what we can give 
to boost the morale of others, than to expect to have our 
own morale uplifted. If we wish to be ignoble, of course, 
we can neglect the giving and await our turn to receive 
benefits—but they may not then be forthcoming. The 
Federal Council of the British Medical Association in 
Australia pays less than £100 each year as a subscription 
to the World Medical Association. This is less than one 
penny per member per quarter. This is not much to pay 
for an attempt to unify medicine on a world-wide basis 
and to achieve something for medicine and human 
freedom. 


Current Comment. 
MENORRHAGIA OF EMOTIONAL ORIGIN. 


DETERMINATION of the cause of menorrhagia in a par- 
ticular case may present considerable difficulty. Severe 
symptoms may occur in the absence of any demonstrable 
abnormality. Occasional references have been made to a 
possible emotional origin for the condition, but this is 
often overlooked altogether. J. B. Blaikley: considers that 
it is a far commoner cause than some of the others which 
are fully described in text-books, and points out that the 
importance of recognizing an underlying emotional origin 
of menorrhagia lies first in the possibility of cure by 
appropriate advice, reassurance, or even formal psycho- 
therapy, and secondly in the avoidance of unnecessary 
surgery. Blaikley quotes the records of eight patients 
with menorrhagia and of one patient with post-menopausal 
bleeding, whose bleeding was associated with emotional 
difficulties. In a number of cases the emotional factor 
was found to be relatively clear-cut, for example, abnormal 
sexual relations which were intolerable to the woman, and 
in these cases a striking and rapid response followed 
removal or adjustment of the cause. In other cases the 
cause was more complex and so more difficult to deal 
with; but suitable handling of the emotional situation 
produced a beneficial response. Incidentally, it may be as 
well to point out, especially for those who are suspicious 
of psychiatrists and cynical about the present fashion for 
psychosomatic medicine, that Blaikley is an -obstetrician 
and gynecologist and that he states quite simply and 
frankly that, though he had realized that an emotional 
situation might bring on a menstrual period or cause a 
single period to be heavier than normal, he had not 
appreciated that long-continued menorrhagia of the degree 
found in the cases discussed could be entirely psychogenic. 
In all cases he was struck with the severity of the 
menorrhagia, and in particular with the long spells of 
bleeding and the way in which it continued until the 
psychological difficulties were met. He points out that 
many patients presenting themselves to the gynecologist 
with menorrhagia as the prominent symptom are referred 
by specialist physicians and good general practitioners 
who have never suspected its emotional origin. Many of 
the patients are normal women subjected to excessive 
emotional strain, a delay of six to twelve months inter- 
vening between the onset of the strain and the develop- 
ment of menorrhagia; often, but not always, other symp- 
toms are present suggesting a psychogenic origin, such as 
sleeplessness or a tendency to become easily tired. There 
is, of course, no excuse for laxity in the search for an 
organic cause for any form of abnormal uterine bleeding, 
but Blaikley has emphasized an important point. 


THE FATE OF INHALED AEROSOLS OF FISSION 
PRODUCTS. 


THE manner in which inhaled material is eliminated 
from the lungs is of physiological interest, but is also impor- 
tant in industry. Since products of nuclear fission have 
assumed so dominant a position in physical research, evel 
greater concern has been felt with the potential dangers 
of inhaling such materials. Against this is to be set the 
peculiar advantage of fission products in physiological and 
biological study, in that they are simply traced even in 
the minutest dilutions. Kenneth G. ‘Scott, Dorothy Axelrod, 
Josephine Crowley and Joseph G. Hamilton in some 
recently published work used two techniques.? The first 


of these followed the fate of a known amount of radio- - 


active material introduced into the lungs by making 
quantitative measurements of the radioactivity of the 
tissues. The second used autoradiography to examine 
sections of lung tissue, so as to determine the exact loca: 
tion of the radioactive particles. The advantage of this 


1The Lancet, October 15, 1949. 
2 Archives of Pathology, July, 1949. 
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type of research is that not only the path taken by 
excreted material may be followed, but exact measurement 
is also possible, to show what fractions take particular 
routes, and how long they take. One study was made on 
2 human volunteer. Naturally this was limited in scope, 
Zx® being used, the short half-life of which made it safe 
for use in an aerosol. After nasal inhalation of the test 
material the rate of exhalation of the radioactive particles 
was estimated by testing glass wool filters into which the 
subject breathed. All other experiments were carried out 
on rats. Radioactive aerosols were deposited in the lungs 
of these animals by a special technique. The rats were 
anesthetized by pentobarbital sodium injected intra- 
peritoneally, the mouth was sealed, and a nosepiece was 
cemented on with celloidin so that all inspired air was 
directed through the naso-pharynx, and passed direct from 
the aerosol chamber. After exposure under the effect of 
the hypnotic, the animals were kept in special cages, and 
after study of the excretions for varying periods, they 
were killed and their tissues examined by the methods 
previously mentioned. The aerosols used included prepara- 
tions of plutonium and uranium, protoactinium and 
zirconium, and carrier-free fission products free of uranium 
and plutonium and containing very small amounts of 
inactive isotopic elements. Some of the aerosols were 
produced with soluble preparations, others by burning the 
radio-element on graphite electrodes in an electric arc, in 
an atmosphere of pure oxygen, so as to avoid the toxic 
effects of carbon monoxide. Further technical difficulties 
were caused by the disturbing properties of various 
fixatives used in the tissues submitted to autoradiography. 
This method gives remarkably clear pictures of the dis- 
tribution of radioactive material, and enabled the investi- 
gators to trace its progress in the lungs of different series 
of animals from minutes to weeks after exposure. The 
results showed that aerosols of the elements studied were 
retained almost entirely by the head and lungs immediately 
after exposure. That part of the elements deposited in 
the head and in the bronchial tree was quickly excreted 
by the alimentary tract. The ciliated epithelium apparently 
eliminated the material more quickly than that in the 
“non-air-conditioning” part of the respiratory tract. The 
same avenue of elimination was used, however. Only a 
small percentage was absorbed by the general tissues of the 
body, and this was deposited in the skeleton after 
equilibrium was attained. As the experiments were 
primarily designed to discover the degree of hazard 
arising from the inhalation of fission products and material 
capable of fission, great interest was attached to the site 
of deposition of the material in the lungs, and its ultimate 
fate. Autoradiographic studies showed that the material 
was deposited in the bronchial passages and the alveoli. 
Release from the alveoli is slow, whereas from the bronchi 
it is rapid, but no accumulation of fission products was 
found in the blood vessels or the lymph nodes. The 
lymphatic system of the lungs did not appear to be the 
site of any of the material at all, and further evidence of 
this was given by the fact that inhaled particles were 
still being excreted via the bronchial tree for as long as 
eight months after exposure. The results of this research 
should be valuable in assessing the risks of exposure to 
inhalation of fissionable material, and in shedding more 
light on the function of respiratory epithelium. 


THERAPY IN INFANTILE ECZEMA. 


A PERENNIAL PROBLEM—the treatment of infantile 
€czcina—was the subject of a helpful paper read by L. W. 
Hill at last year’s Annual Session of the American Medical 
Association. Despite much experience, Hill does not find 
the subject easy. He points out that treating an infant 
with eczema means dealing with a patient who is diligently 
and ingeniously working against the doctor twenty-four 
hours a day; no skin can heal when it is continually 
Tubbed and scratched. Another difficulty is that atopic 
dermatitis, which comprises about 75% of “eczema” in 


OP dang Journal of the American Medical Association, May 14, 


the young, has as its basis an abnormality of constitution 
which cannot be changed. Hill then goes on to explain 
that under the heading of “infantile eczema” are included 
a number of different dermatoses. It is of the utmost 
importance to be able to determine into which group the 
eruption falls. It may be atopic, contact or seborrheic 
dermatitis, nummular eczema, an eczematized fungous 
infection or a low-grade pyogenic infection. It may have 
nothing to do with allergy. Hill “suspects” that many 
allergists do not pay enough attention_to dermatology. 
A careful study of the morphological aspects of the erup- 
tion, its distribution, the primary elements which compose 
it, the history, its gradual or sudden appearance, and 
particularly the part of the body on which it first appeared, 
is essential to a correct diagnosis. Hill discusses the two 
eczematous dermatoses which rest on an allergic basis: 
atopic and contact dermatitis. Many cases of infantile 
eczema develop on atopic soil—that is, the infants yield 
positive cutaneous reactions of the urticarial type and 
they and their parents frequently have asthma or hay 
fever. “It is as natural a phenomenon for an atopic 
person to have positive reactions to cutaneous tests with 
foods as it is for a fish to have scales—it is part of his 
make-up.” That is the way he reacts to absorbed food 
protein; it is a mark of his constitution; but comparatively 
few of these reactions have anything to do with his 
allergic symptoms. Infants with atopic dermatitis almost 
always give positive reactions to scratch tests with one 
or more foods. The commonest are egg, milk and wheat. 
In infants pronounced positive reactions to scratch tests 
with milk and with wheat are usually indicative of causa- 
tion; positive reactions to some of the other foods may or 
may not be. Manipulation of the diet in accordance with 
the results of skin tests often does good; but it needs 
to be appreciated that many cases of infantile eczema 
have nothing to do with diet. Infants have contact 
dermatitis just as adults do, and it is not uncommon. 
It may occur from sizing in a new unlaundered under- 
shirt, from a dye in a pink sweater, from medicated 
baby oil, from furniture polish, and so on. Patch tests 
may occasionally be of value; more often they are not. 
In contact dermatitis, even though the exact cause is not 
found, good therapeutic results may be obtained by allow- 
ing nothing to come in contact with the skin except clean 
white cotton and whatever local medication is used. 

Hill feels that the immunological approach to infantile 
eczema—the allergist’s approach—is far from perfect, and 
that skilled local treatment—the dermatologist’s sphere— 
often does more good. The two fundamental needs are to 
use the right kind of salve or lotion for the right kind 
of dermatitis and to protect the involved areas from any 
and all trauma as far as possible. About half of what 
one sees on the skin in infantile eczema is what the 
infant does to himself. Application of a piece of soft 
cotton cloth over whatever ointment is being used and 
covering with a bandage too thick for the child to scratch 
through make up a simple measure, but may do more good 
than anything else. The control of itching is difficult; Hill 
has not found any really satisfactory antipruritic, and 
in his hands antihistamine drugs have been useless. 
Amongst other treatments: which have been advocated, he 
refers to the ingestion of unsaturated fatty acids (see 
Tue MEDICAL JOURNAL OF AUSTRALIA, June 7, 1947) and 
suggests that, although he himself cannot honestly say 
that he has “seen it do much”, it should be used by 
everyone in the treatment of infantile eczema so that 
opinion concerning it may become crystallized. In summing 
up, Hill emphasizes four things: the need for a common- 
sense point of view concerning cutaneous tests with foods; 
the need for more attention by allergists to local treat- 
ment; the necessity for protecting the skin from external 
trauma; the facts that not all eczema in infants has to 
do with the diet and that contact dermatitis is not 
uncommon. We quote Hill’s own comments: 

In 1922 I wrote that with painstaking and intelligent 
care most cases of infantile eczema can be cured 
entirely. In 1934 I said that the treatment of eczema 
may be summarized in six words: “Find the cause and 
remove it.” ... In 1948 I say, “Infantile eczema is a 
perplexing and exasperating disease to treat, and I 
wish I understood it better.” 
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Abstracts from Medical 
Literature. 


RADIOLOGY. 


The Radiology of the Small Intestine 
in Old Age. 


H. J. JUNGMANN AND L. Cosin (British 
Journal of Radiology, June, 1949) draw 
attention to abnormalities in the pat- 
tern and behaviour of the _ small 
intestine in people over the age of 
seventy years, who do not present any 
clinical evidence of gastro-intestinal 
dysfunction or disease. Of 18 elderly 
males examined radiologically after a 
barium meal, 17 showed changes vary- 
ing from spasticity and hypermotility 
to hypotonus and delay. These changes 
are compared with the appearances 
now recognized as associated with 
nutritional disorder, of which there was 
in these cases no evidence. The pos- 
sibility of an arteriosclerotic basis is 
briefly discussed. 


The Apical Form of Bronchopulmonary 
Cancer. 


N. Romano AND R. EYHERABIDE 
(American Journal of Roentgenology, 
April, 1949) state after eighteen years 
of study of the apical form of broncho- 
pulmonary cancer that it is of special 
interest to note the regularity of the 
symptomatology and its appearance in 
definite stages, so that the development 
may be followed accurately to the end, 
so long as the evolution of the disease 
is not interrupted by death due to some 
intercurrent process. The evolution of 
the disease may be divided into four 
periods. The initial period corresponds 
to the moment when the neoplastic 
lesion begins in the pulmonary apex 
and there are no physical or functional 
symptoms, or if there are any they pass 
unnoticed or are attributed to another 
cause. A radiograph taken during this 
period shows a ‘faint shadow in the 
apex of the lung; however, this very 
appearance is also found in cases of 
apical pleuritis, so that we are deprived , 
not only of the possibility of estab- 
. lishing an early diagnosis,. but also of 
all the therapeutic advantages derived 
from it. The second period is that 
of extrapulmonary invasion. In its 
development the neoplastic lesion in- 
vades either directly or by metastatic 
lymphangitis the internal aspect of the 
greater supraclavicular fossa, that is to 
_ Say, what is known as the thoracic 
apex; thus a single tumour mass is 
formed, that of ithe thoracic apex 
merging with that of the pulmonary 
apex. This tumour compresses all the 
structures lodged in the supra- 
retropleural fossa and its neighbour- 
hood; in other words, it affects the 
roots of the eighth cervical and first 
dorsal nerves and, at times, the stellate 
ganglion. The compression of these 
nerve roots and _ their neoplastic 
infiltration bring about a radiculitis 
of the inferior brachial plexus, which 
is clinically shown externally by pains 
of dull onset that later become unbear- 
able and resistant to all treatment. A 
knowledge that radiculitis can be the 
result of an apical cancer should lead 
to the taking of a radiograph of the 
thorax in the presence. of pain in the 
shoulder and the inner aspect of the 
arm. The third period is the charac- 
terization period. It is during this stage 
that all the signs and symptoms appear 


which characterize this clinical picture: 
the X-ray shadow of the apex; radicular 
pains from the inferior brachial plexus, 
accompanied by hypotrophy or atrophy 
of the muscles receiving their nerve 
supply from the eighth cervical and 
first dorsal nerves; the sympathetic 
paralysis, that is, either limited to the 
ocular globe or affecting also the second 
and third communicant rami et cetera, 
a diagnosis established by redness and 


perspiration of the right side of the 


face; sometimes phrenic paralysis, and, 
at a certain stage of the disease, osteo- 
lysis, which is a typical sign of the 
malignancy of the process. The disease 
pursues its relentless course and, before 


death, the patient enters the fourth 


and last stage. The last stage is a 
result of the inward progression of the 
growth, which eventually reaches the 
spine and destroys the vertebre. This 
destruction brings about a compression 
of the spinal cord through the meninges 
and a crural paraplegia, with exag- 
gerated tendinous reflexes, Babinski’s 
sign, hypertony, cell-albumin  dis- 
sociation in the spinal fluid and 
sphincter disorders; moreover, there are 
anesthesia and trophic alterations in 
the zones situated below the pressure. 
The ceaseless progression of the tumour 
is not hindered by the meningeal 
barrier, so eventually the cord is 
affected in such a manner that the 
spasticity of the limbs turns into flac- 
cidity, with all the characteristics of 
section of the cord. 


Miliary Calcification of the Lung. 


Howarp P. Dovus (Radiology, October, 
1948) reports four cases of infection by 
Aspergillus and Monilia observed for 
ten years, showing every stage of the 
disease from primary infection to the 
end stage of miliary calcified nodules. 
It is concluded that miliary calcified 
nodules in the lungs may result from 
mycotic infection—not only from histo- 
plasmosis, but also from coccidioido- 
mycosis, blastomycosis, aspergillosis, 
moniliasis, and possibly many other 
mycoses. The probability that some 
cases of disseminated calcification are 
the end result of tuberculous infection 
is not, however, to be ruled out. 


Hzemosiderosis of the Lung due to 
Mitral Disease. 


E. P. Penpercrass, BE. L. LAME AND 
H. W. Ostrum (American Journal of 
Roentgenology, April, 1949) state that 
nodular lung lesions seen in radiograms 
and confirmed histopathologically as 
siderosis have been described in several 
categories. Are welders may inhale 
iron-laden fumes to such an extent that 
lung radiographs reveal a diffuse nodu- 
lar pattern caused by the deposition of 
the metal. Silver finishers, working in 
rouge (iron oxide), are subject to a 
similar lung deposit of an iron com- 
pound. Grinders of ferrous metal, not 
exposed to silica, have been shown to 
carry a fine granular lung lesion, which 
appears radiographically very much as 
nodular silicosis. These three groups 
are examples of exogenous siderosis of 
the lungs. Endogenous pulmonary 
siderosis is exemplified by patients with 
mitral heart disease and by the children 
who suffer from severe anemia and 
die with hemosiderin nodules in the 
lungs. These lesions, too, have been 
demonstrated in radiographs. Brown 
induration of the lung, resulting from 
hyperemia and congestion, accompanied 
by calcification and bone formation, is 


more often found in mitral disease. 


The small irregular densities seen in 
such radiographs are due to the calcium 
or bone and not to iron compound. Ali 
of the foregoing patients have diffuse 
nodular densities visible in lung radio- 
graphs that suggest miliary tuberculosis 
or the more common pneumonokonioses. 
From X-ray and microscopic studies, it 
would seem that focal clumps of hemo- 
siderin and macrophages, with or with- 
out fibrosis and calcium deposition, can 
cause densities large enough to be seen 
in radiographs of the lungs. This 
phenomenon occurs rarely in association 
with severe chronic passive congestion 
in those dying of rheumatic mitra! 
disease. It also occurs in patients with 
mitral disease living comfortably with- 
out clinical evidence of congestion o¢ 
the lungs. These persons may be 
supposed to have hemosiderosis with 
inactive chronic passive congestion. 


A Study of the Hands of 
Radiologists. 


Nancy K. BraasCH AND MARGARET J. 
Nickson (Radiology, November, 1948) 
made a study of the hands of radiolo- 
gists by two methods. The first con- 
sisted of making wax impressions of 
the finger ridges and examining these 
for deviations from normal. The 
incidence of abnormality among 
radiologists was 48%, as compared with 
1:8% of a previously reported unexposed 
group. The incidence of ridge abnor- 
mality increased with years of ex- 
posure to 100% for those who had 
practised more than thirty-five years. 
The use of lead gloves was not a 
routine practice in most cases. The 
incidence of ridge abnormality was 48% 
among those who professed to -use lead 
gloves. The second method of study 
consisted of photographing ‘the nail- 
fold area and examining these photo- 
graphs for abnormalities of the terminal 
vessels, the superficial vascular plexus, 
and the papillary border of the corium. 
In general, the same abnormalities were 
found in a group of aged persons with- 
out exposure to irradiation as in radiolo- 
gists, but less frequently than in 
radiologists after many years of ex- 
posure. The most reliable criteria of 
damage seem to be distortion of the 
superficial vascular plexus, branching 
of the vessels of the terminal row, and 
distortion of the papillary border of the 
corium. These changes, which may be 
induced by repeated exposure to irradia- 
tion, like other biological effects of 
irradiation, cannot be distinguished from 
similar findings in very old persons. 


Radiological Diagnosis of Intestinal 
Obstruction. 


J. H. Mipptemiss (British Journal of 
Radiology, January, 1949), referring to 
strangulating obstruction, states that 
there are usually two coexisting con- 
ditions: (i) strangulation at the site 
of the mechanical block and (ii) simple 
obstruction in the intestine proximal 
to the site of strangulation, with no 
specific radiological factor to indicate 
the nature of the obstruction or the 
fact that strangulation has_ taken 
place—these appearances do not differ 
from those of any other - mechanical 
obstruction. However, it is possible for 
the return of venous blood from an 
imprisoned loop of bowel to be impeded 
without the presence of a mechanical 
block in the continuity of the intestine. 
Thus, transport is possible through 4 
strangulated loop of bowel, and in such 
cases no radiological demonstration of 
stasis or distension will be obtained. 
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It is important therefore to realize the 
limitations of the X-ray investigation 
in this respect; if no evidence of stasis 
or distension is obtained it cannot be 
stipulated that obstruction has not 
taken place; the elimination of the 
possibility of obstruction is not an X-ray 
measure. The X-ray investigation may 
demonstrate the presence of stasis and 
distension, and give some indication of 
the site of the block, but it cannot 
exclude the presence of an obstruc- 
tion—that is a clinical problem. 


Carcinoma of the Thyreoid Gland. 


Ww. E. Howes anp M. N. FOoorTe 
(Radiology, April, 1949) state that 
certain thyreoid carcinomata, particu- 
larly the adenomatous type, are 
notorious for their slow growth. These 
very tumours, however, tend to 
metastasize early, often before the 
parent neoplasm is recognizable. The 
colonizing cells, transported by the 
blood, tend to lodge and grow in bone 
or lung. True to the characteristics 
of the parent tumour, these metastases 
also grow extremely slowly. As a 
consequence, many patients live with 
their neoplasm for years, carrying on 
their normal to subnormal activities. 
Cough, dyspnea and dysphagia, due to 
encroachment of the tumour on the 
trachea and cesophagus, or fractures 
secondary to metastatic growth in bone, 
eventually mark the beginning of the 
end. 


PHYSICAL THERAPY. 


X-Ray Treatment of the Eye. 


H. S. ALDEN, J. W. Jones AND J. 
RANKIN (Archives of Dermatology and 
Syphilology, April, 1949) state that in 
a previous paper in 1941 they discussed 
at some length the erroneous idea that 
X rays in therapeutic doses were 
dangerous to the eye. At the time they 
concluded that the eye accustomed to 
the acceptance of light was, as a 
whole, less sensitive to X rays than 
was the skin, even when large doses 
were indiscriminately applied; the 
cornea of the eye was less sensitive 
to X rays than was either the con- 
junctiva or the eyelid, and the iris 
was less sensitive than was the cornea; 
the adult crystalline lens was remark- 
ably insensitive to X rays, but while 
the cornea, conjunctiva and iris were 
only slightly sensitive in young or 
immature animals, the immature 
crystalline lens was more sensitive; 
exposure to X rays sufficient to produce 
damage in the cornea or the lens left 
the retina unaffected. Since 1933 the 
authors have treated with gratifying 
resuits well over 300 patients with 
corneal ulcer referred by ophthalmolo- 
gists. They employed 120 peak kilovolts 
and six milliamperes, with a tube-target 
distance of 20 centimetres without 
filtration. The eyelids were held open 
by an assistant, the patient looking 
directly at the filament light of the 
tube, the surrounding area being well 
Shielded. For some years they have 
used a half-inch brass tube as an 
application medium. Most patients 
received 70r to 80r at weekly intervals: 
a few persons, with acute, painful 
corneal ulcers, received 120r as the 
initial dose and 80r for subsequent 
doses. The average number of treat- 
ments was five, these being given at 
weekly intervals. For 159 patients with 
diseases of the eye, treated prior to 
1943, the average total dose given to the 


eye was 252r. Over 60% of these 
patients have been carefully examined 
with the slit lamp since completion of 
their treatment, and no evidence~ of 
change leading to a cataract has been 
discovered. Sometimes the effect of 
X-ray treatment on an infected corneal 
ulcer has been spectacular, and many 
patients prepared for enucleation have 
been saved the loss of an eye. In the 
treatment of infected corneal ulcer 
from exogenous causes (that is, trauma 
or foreign bodies) the authors had 
their best results, and so for ail 
practical purposes they have in the 
past few years limited their X-ray 
therapy to lesions of this type. They 
have in no instance treated any patient 
with ocular disease except on the 
request of the ophthalmologist. They 
conclude that the dermatologist, owing 
to his ability to use X rays in super- 
ficial doses, can aid the ophthalmologist 
in the treatment of inflammatory 
diseases of the eye. X rays carefully 
and properly applied will not produce 
any damage to the eye. X rays care- 
fully used will relieve the intense pain 
and the inflammation of corneal ulcer 
in the majority of cases. Treatment 
of blepharitis is not materially aided by 
the use of X rays. X rays are of para- 
mount value in the treatment and the 
cure of corneal ulcer. The authors 
add that repeated examinations with 
the slit lamp, of eyes treated in the 
past fifteen years with X rays, in proper 
doses, has not revealed a single case 
of —— due directly to such treat- 
ment. 


Radiation and Non-Malignant Lesions 
of the Naso-Pharynx. 


M. H. CuTuer, RicHarp E. Marcus AND 
Francis L. LepereR (Radiology, June, 
1949) state that lymphoid tissue in the 
naso-pharynx can, as the result of 
hypertrophy and hyperplasia, cause 
blockage of the orifice of the Eustachian 
tubes. This blockage interferes with 
normal ventilation of the middle ear 
and may cause decreased hearing. 
Surgical removal cannot deal with the 
laterally affected areas in the fosse 
of Rosenmiiller without severe damage, 
and accordingly Crowe devised a nasal 
applicator containing radium, which 
could be passed along the floor of the 
nose to lie close to the Eustachian 
orifice. Crowe’s results published in 
1946 included a claim for improved 
hearing in a large number of children 
with tubal obstruction treated by this 
method. The present paper is a study 
of 50 patients in four groups treated 
by a modification of Crowe’s technique. 
In the first group were 13 patients 
with either nerve or conductive deaf- 
ness .(the latter otosclerotic). Irradia- 
tion was used to determine whether 
lymphoid tissue had an added detri- 
mental effect. There was no effect 
upon the deafness, except in cases in 
which significant amounts of adenoid 
tissue were demonstrable. The second 
group consisted largely of children with 
a tendency to allergy and an allergic 
family background. Symptoms were 
difficult nasal breathing, recurrent ear- 
aches, frequent sore throats, hoarse- 
ness and coughing. All had had tonsils 
and adenoids removed, but on palpation 
lymphoid masses of significant size 
could be found in the naso-pharynx. 
In this group considerable diminution 
of symptoms occurred following treat- 
ment. The members of the third group 
complained of symptoms of Eustachian 
obstruction, clicking noises in the ears, 
tinnitus et cetera; hearing loss was not 


a feature, and only 50% of the patients 
gained subjective relief. The fourth 
group was made up of three patients 
with chronic aural discharge. After 
treatment no change in character or 
amount of discharge occurred. The 
authors conclude that irradiation is 
useful when combined with other forms 
of treatment for the child with a syn- 
drome of impaired hearing and allergic 
symptoms. The effects in cases of fixed 
impairment of hearing, for example, 
otosclerosis and nerve. deafness, are 
disappointing. 


Carcinoma of the Vulva. 


E. G. Berven (British Journal of 
Radiology, September, 1949), after 
reviewing the results of treatment of 
carcinoma of the vulva by surgery and 
radiotherapy, describes his method of 
treatment which has been followed since 
1922. This method consists of electro- 
coagulation of the primary tumour and 
treatment of the glandular areas by 
teleradium. He states that the advan- 
tages of electrocoagulation for treat- 
ment of the primary lesion are that 
the whole vulva and clitoris can be 
coagulated (an important point as so 
often the entire area is involyed in at 
least pre-cancerous changes) and that 
post-operative pain is usually slight. 
The patient can be discharged from 
hospital in three weeks, and healing 
is usually complete in six weeks. Treat- 
ment of the gland areas is usually 
commenced one week after operation, 
and a dose of 27007 to 4500r is given, 
depending upon the stage of the disease. 
If response to irradiation is not satis- 
factory, a block dissection is performed, 
according to the technique of Hyb- 
binette. The author’s results show a 
38-1% five-year survival in a total of 
286 cases. 


MarGarET Top (ibidem) stresses the 
limitations of radiotherapy in the treat- 
ment of carcinoma of the vulva. She 
states that surgery is preferable to 
radiotherapy, whenever possible, but 
that a few cases still are found in 
which surgery is contraindicated, and 
here irradiation can play a useful part. 
The indications for radiotherapy in 
these cases may be age or poor general 
condition of the patient, or more com- 
monly urethral involvement or exten- 
sion into the vagina, as well as the 
advanced conditions in which palliative 
treatment is given. In Manchester 
radium is always used in preference 
to X rays; the author describes the 
technique of implantation, which varies 
with the extent and situation of the 
lesion, and gives the results obtained. 
Two points were noted: in cancer of 
the urethra a reasonable proportion of 
cures was obtained with retention of 
sphincter control, and the presence of 
leukoplakia was a definite indication 
for surgery as a first step. 


FRANK. Evuis (ibidem) analyses a 
series of 127 cases of carcinoma of the 
vulva. He states that the age of 
maximum incidence is in the decade 
sixty to sixty-nine years. Histologically 
the great majority of cases are of 
squamous carcinoma with an occasional 
adenocarcinoma. The author’s con- 
clusions are that treatment with radium 
is not a satisfactory method of dealing 
with the primary growth in carcinoma 
of the vulva. The incidence of necrosis 
is large, and the need for re-treatment 
is frequent. Neither is surgery satis- 
factory in results, but the patient ex- 
periences less pain and trouble. Excision 
of involved glands is desirable. 
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British Wedical Association Mews. 


POLICY OF THE FEDERAL COUNCIL FORA NATIONAL 
HEALTH SERVICE. 


TuE policy of the Federal Council of the British Medical 
Association in Australia for a national health service has 
been set out in a booklet recently issued. The following is 
the text of the booklet. . 3 


INTRODUCTION. 


The Government has questioned the good faith of the 
medical profession, rejected its advice, and broken off 
negotiations for the provision of a national health service 
acceptable to all parties. Accordingly, this booklet is 
published to set forth the health policy for the nation being 
advocated by doctors and to illustrate how far the present 
Government’s scheme falls short of requirements. 


To THE PEOPLE) OF AUSTRALIA. 


By Victor Hurley, C.B., O.M.G., M.D., F.R.C.8., President, 
Federal Council of the British Medical Association in 
Australia. 

_ This booklet contains, in a compact, readable form, the 
plan of the British Medical Association for improving the 
health of the Australian people and for maintaining it at 
the highest possible standard, without impinging upon the 
individual liberty of doctor and patient. It sets out also the 
reasons for the objections of the medical profession to the 
Commonwealth Government’s methods of implementing its 
scheme for pharmaceutical benefit and national medical 
health services which, in their present form, restrict the 
‘rights of doctors to freedom in private practice, destroy 
privacy of relationship between doctor and patient, and 
open the way to complete control of the medical profession by 
the State. Although the present Government and the 
present Minister have stated that these results are not 

intended, we are convinced they would inevitably occur. 


The national health plan, which is here explained, has 
been adopted by the Federal Council of the British Medical 
Association, after careful consideration by the various State 
Branches. The association recommends it as the basis of a 
sound and comprehensive health policy for Australia. It is 
the outcome of many years of intense study of health 
problems in this country and in other parts of the world. 
The plan provides for the treatment of all classes of the 
people and of all phases of disease, and what is of even 

eater importance, outlines measures for the prevention of 
Gceas by ensuring healthy conditions of living for all 
people. Food and housing, as well.as medicine and hospital 
treatment, are taken into account as basic requirements in 
any national health scheme. 

This policy is submitted as a national necessity, and is 
entirely free from political implications. The British Medical 
Association is an entirely non-political body and includes 
among its members individuals of all shades of political 
opinions. ~The association has not, nor can it have, any 
political affiliations. It is, however, a democratic organiza- 
tion, and is opposed to the nationalization of medicine and 
the regimentation of doctors in any State-controlled scheme. 


The Commonwealth Government’s plans definitely provide 
for the regimentation of doctors and patients, and in 
essential features are closely akin to the schemes of 
totalitarian countries. 


The British Medical Association. plan is designed to 
provide all that the Government proposes in its scheme, 
and a great deal more, without the restrictions and menacing 
political implications which it involves. Who is better 
qualified than the medical profession to advise what a 
national health service for the people should be? ‘The 
British Medical Association aims at maintaining the efficiency 
of medical practice. It believes that efficiency is incompatible 
with the loss of freedom, which is inevitable if the practice 
of medicine is brought under bureaucratic control. It 
believes that under State-controlled medicine the quality of 
service will inevitably deteriorate. 


_ The doctors are willing and ready to cooperate with the 
Government in a national health service, and they believe 
that such a service can be given to the people on a democratic 
basis, without forcing doctors to be subject to control and 
direction of their professional work by government officials. 
They object to being coerced into a regimented service 


and demand th ht to 
ene e rig practise their profession as free 


A Nationa Hearn SERVICE. 
1. Measures Aimed at the Maintenance of Health. 


Housing. (See Appendix 1.) 

Slum clearance. (See Appendix 1.) 

Large-scale planning of popular medical education by 
Press, radio and other means, with particular reference to 
child welfare and nutrition. 


2. Measures Aimed at the Prevention of Disease 
(Preventive Medicine). 

(a) Adequate provision for medical research and statistical 
investigation which would require a minimum of £500,000 
annually. 

(6) Vast expansion of the work of the public health depart- 
ments: (i) by the Commonwealth in territories under its 
control; (ii) by the States, aided by subvention from Com- 
monwealth funds. Matters calling for early and close 
attention include: (i) Improvement of rural water supplies. 
(ii) The education of natives and hybrids in hygiene and the 
housing of these people under conditions consistent with the 
maintenance of their own health and the security of the 
white population with which they live. (iii) Radicai 
improvement in health administration, hygiene and tropical 
disease control in the outback and tropical parts of Australia. 
(See Appendix 2.) y 

(c) Nation-wide means of immunization against disease, 
including diphtheria, smallpox, tetanus, typhoid fever and 
whooping-cough. 

(d) Measures for the prevention of industrial diseases. 
This calls for vast extension to the industrial hygiene section 
of the State public health departments, financed by sub- 
vention from Commonwealth funds. (See Appendix 3, (a), 
(b) and (ce).) 

(e) Measures for the prevention of venereal diseases. 

(f) Large-scale regular chest examinations of adolescents 
— young adults for pulmonary tuberculosis. (See Appendix 


(9) The provision of a full living wage for all breadwinner 
sufferers from active pulmonary tuberculosis. 

(h) Expansion of the schools’ medical services financed 
by subvention from Commonwealth funds. 

(4) Measures for the prevention in the tropical parts of 
Australia of endemic diseases. (See Appendix 4.) 

(j) Enforcement of regulations for the prevention of 
hydatid disease. 

(k) A nation-wide campaign for the prevention of motor 
accidents by extensions of the work of the national safety 
a financed by subvention from the Commonwealth 
unds. 


8. Measures Aimed at the Cure of Disease (Curative 
Medicine). 

(a) A large-scale increase in hospital accommodation and 
equipment: (i) Public hospitals—with adequate number of 
private and intermediate wards, (See Appendix 5.) (ii) 
Sanatoria—for treatment of tuberculosis. (See Appendix 6.) 
(iii) Mental hospitals—increase in number of beds and 
modernization of existing facilities. (iv) Maternity hos- 
pitals—increase in number of beds and the establishment of 
hostels for waiting mothers. (v) Homes—for the aged and 
infirm, including old-age and invalid pensioners. (vi) 
Infirmaries—for the treatment of diseases peculiar to old 
age and of sufferers from disabling conditions requiring 
prolonged treatment. 

(b) Extension of the Flying Doctor Service under the 
present efficient arrangement. 

(c) Increased subsidized practitioner services to outback 


areas. 
(d) The organization of regular post-graduate training 
for doctors. 
anne Methods to assist people to meet the costs of medical 
The British Medical Association advocates: 

i. For the middle income group, the use of voluntary pre- 
payment systems similar to that of the Medical Benefits 
Fund of New South Wales. “See Appendix 7.) 

ii. For the lower income group, the existing system of 
lodge medical benefits extended to provide a more 


complete service. 3 


iii, For pensioners and unemployed over prolonged ‘periods 


the provision of a general practitioner service paid for 
through existing State agencies and also the Sa iaion 


to them, free, of life-saving and disease-preventing 


drugs. 
Should governments decide on a larger measure of financial 


assistance to all members of the comm i 
should be paid direct to the patients —— npg 
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of benefits and should apply to the full range of medical 

services. 

In general, such assistance should be so arranged that 
major benefits should be for the treatment of severe illnesses 
with a greatly increased subsidy toward the cost of hospital 

re. 

ae a system of medical benefits is compatible with the 

continuance of voluntary prepayment systems, each pro- 

viding part of a full medical cover. 

In any government scheme, the following principles 
should be observed: 

. Freedom for people to use or not to use these facilities 
at their own wish; no compulsion either for patient or 
for doctor. 

ii. Freedom for people to choose their own medical 

adviser. 

iii. Freedom for the doctor to pursue his professional 

methods in his own individual way. 

iv. The personal doctor-patient relationship to be pre- 

served and the whole service founded on the family 
doctor basis. (See Appendix 8.) 


Greater efficiency will result if governments realize that 
federal financial aid should be expended through State 
agencies and only in conformity with the above principles. 

There should be set up in each State a Medical Advisory 
Committee composed of doctors, both specialists and general 
practitioners, with the function of advising statutory health 
authorities on questions submitted and of initiating reports 
on desirable health policies. This Advisory Committee 
should be appointed by the Minister for Health in each 
State from a panel of names submitted by the British 
Medical Association and the faculty of medicine, where one 
exists, 


HIGH PRIORITIES OF A NATIONAL HEALTH SERVICE. 


: zee high priority points of the foregoing policy are as 
ollows: 

1. Housing. It is reliably estimated by medical authorities 
that there are at present tens of thousands of women within 
the most fertile period of their lives who are not bearing 
children because they have no homes to live in. The effect 
of this loss on the population amounts to a national tragedy. 

2. Hospital construction, to overtake the 18,000 bed shortage 
of all types through the Commonwealth, but with special 
emphasis on construction for subacute and chronic cases. 
The position in regard to these cases has been rendered 
more urgent owing to the rapidly increasing cost of bed 
maintenance in acute hospitals and to the rapidly increasing 
average age of the community. For these two classes the 
pavilion type of construction is deemed adequate. 

3. Living-wage allowance for breadwinner sufferers from 
tuberculosis, 

4. Comprehensive schemes of disease prevention through: 
(a) popular health education campaigns on positive factors, 
for example, nutrition, hygiene; (b) provision of milk and 
fruit for school children; (c) nation-wide immunization 
campaigns against diseases preventible by these means. 

* 5, Endowment of medical research requiring a minimum of 
£500,000 annually. 

6. Subsidization of radiologists and pathologists for the 
purpose of providing services in areas where they do not 
already exist. 

7. The provision free for all pensioners and unemployed 
over prolonged periods of a general practitioner’s service 
through existing State agencies, and of life-saving and 
disease-preventing drugs. 


Appendix 1: The Housing Problem. 


There is found in some of the inner industrial suburbs 
a low standard of living characterized by defective housing, 
overcrowding and lack of hygiene and by the nervous strains 
associated with bad environment and poverty. 

Apartment houses are commonly old buildings, often with 
balconies enclosed without regard to ventilation or sunlight. 
The whole idea of the tenant (who often rents more than 
one of these places and lives elsewhere) seems to be to 
Sublet as many rooms as possible to make a substantial sum 
over the rent he pays. Much time and money has been 
Spent on regulations to control new buildings, but little 
attention has been given to conditions in these old buildings. 

The Housing and Investigation Slum Abolition Board of 
Victoria in its report for 1936-1937 on slum reclamation and 
housing for the lower paid workers, stated that the problem 
of the slums was essentially the problem of poverty, and a 
Solution must be found either by increasing the earnings of 
the persons concerned and/or by providing lower rental 
dwellings, The Board found that 64:7% of the male 


occupiers of slum dwellings were unskilled workers, 17% 
skilled workers and 18:3% pensioners. 

Providing decent living accommodation for those who 
cannot without assistance obtain it at rents within their 
means has been one of the greatest social problems in 
most countries of Europe for many years. Among many 
the provision of good housing has been regarded as one of 
the basic necessities of any kind of social reform. Between 
the two Great Wars, unprecedented efforts were made by 
governments and municipalities of every political view to 
satisfy the demand for the recognition of the right of every- - 
one to live under decent conditions. Nevertheless housing 
remains one of the most acute problems of social reform. 

It is necessary to appreciate the difference between (a) 
a housing scheme, and (b) housing for slum reclamation. 
An example of (a) is the provision of additional houses at 
a full economic rental as under the State Savings Bank 
scheme at Port Melbourne. Housing for slum reclamation 
involves the removal of insanitary dwellings and the 
replanning and perhaps the rebuilding of the area; secondly, 
the provision of hygienic and decent dwellings at a rental 
within the capacity of the lower paid workers—in most 
cases less than the normal economic rent, English authorities 
state that owing to this misconception of the problem, many 
hundreds of millions of pounds of public money have been 
spent on housing without any noticeable inroads on the 
slums being made. 

In England several phases of subsidized building have 
followed each other, but under the Housing Act, 1933, 
subsidies for all forms of housing were withdrawn, although 
financial assistance for slum clearance was made. New 
Zealand has been grappling with the problem and can now 
look with pride on its 20,000 low rent homes. The Australian 
States also are at work, but still have much to do, both 
from the point of view of new houses and also of slum 
clearance. 

What appears to be the primary need in relation to 
housing is the appointment of a planning authority with 
ample statutory powers to formulate on the advice of 
experts master plans for the future development of the 
metropolis and for other areas. Something resembling the 
workers’ flats at Stockholm, Sweden, is desirable—flats in 
parallel blocks with plenty of space between them, no court- 
yards, and limited to two rooms in depth, so as to get the 
maximum of sunlight into each room. 

Overseas data show that building costs in communal 
dwellings are substantially less than costs of building cottage 
homes. Communal recreation facilities are now part of all 
large workers’ flats in Great Britain and Europe. New York 
has built thousands of homes for wage earners in recent 
years. Slums have been torn down and in most cases 
replaced by big' blocks of flats at low rentals. Queensland’s 
“Chermside” garden settlement in Brisbane seems to have 
solved the problem of pensioners and elderly persons of 
slender means. Here the elderly couples are housed in small 
cottage units in garden settings, with a central building 
containing communal dining room, kitchen, laundries and 
accommodation for matron and staff. The State Housing 
Commission of Victoria, under the Slum Reclamation Acts, 
1937-1938, may let or lease any of its houses to any person 
of limited means who is unable to secure housing accom- 
modation. 


Appendix 2: Sanitation. 


As evidence of the urgent necessity of these measures, the 
following is quoted, being a préc!s of extracts from the 
report of the Commissioner of Public Health in Western 
Australia for the year 1947.. 

Of the 155 extra metropolitan communities, 102 have 
unsatisfactory water supplies. Supplementing domestic rain 
water catchment tanks is water from such sources as 
shallow wells, surface dam and earth tanks, river and 
streams, all subject to human and animal pollution. 

Timber camps, mining camps, Public Works Department 
camps et cetera are supplied by water under conditions 
of delivery and storage exposing it to human and animal 
pollution. 

Close liaison is necessary between the Department of 
Health and the Department of Public Works in the con- 
struction, design and maintenance of public water supply in 
country districts. 


River, Pollution. 
Most of the rivers in the State are polluted to greater 


or less degree. The principal sources of pollutién are 
town drainage, septic tank effluents, drainage from sanitary 
disposal depots, trade wastes, farm drainage, pollution by 
human agency, natives and whites. 

Aboriginal natives’ ignorance and neglect of essential 
sanitary practices constitutes a serious danger. This calls 
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for their education in the fundamental obligations of com- 
munity life. Accommodation in native camps is usually 
limited to improvised shelters of brush and discarded 
building materials. The water supplies in the vicinity are 
inevitably polluted. In the northern parts of the State, this 
problem is more serious and pressing Owing to the large 
hybrid population. Their rate of natural increase is fifty 
times the rate of the white. If this large and rapidly 
increasing hybrid population is allowed to continue in 
complete ignorance of the principles of sanitation, it will 
be impossible for the white population to survive at a 
reasonably high standard of living. 


North-West Service. 


The climate is tropical and the conditions under which 
the population lives are such as to favour the endemicity 
and epidemicity of tropical diseases, particularly those of 
insect-borne and bowel-borne etiology. 

Local health authorities have insufficient financial resources 
to maintain efficient hygiene supervision and there is con- 
sequently no effective measure of health control. 

The expansion of air services has aggravated the risk of 
quarantinable disease, such as cholera and smallpox. Very 
few whites and practically no coloured people are vaccinated 
against smallpox. The vector of dengue and yellow fever 
abounds in the vicinity of all north-west settlements, breeding 
profusely in the domestic water supply tanks and ponds in 
the vicinity of towns. 

Slaughterhouses are most primitive, and in the great 
majority of public houses and eating houses the condition 
of preparation and service of food constitutes a menace to 
public health. 

Houses are generally dilapidated, unsafe and unsuitable, 
with absence of amenities for ablution, bathing and cooking. 

Houses of natives employed by the white population are 
such as to favour the dissemination of tuberculosis, 
leprosy, malaria, dysentery and hookworm. 

Over the greater part of this area no system of night 
soil disposal exists and native pollution of water supplies is 
habitual. No system exists for the collection and disposal of 
household waste and rubbish. 

Measures necessary to be taken towards the correction 
of this situation include: 


(a) Provision of an adequate health organization. 

(b) Complete and thorough cleansing of all centres of 
population and the provision of efficient systems of wastes 
disposal, including the installation of water carriage systems 
for night soil disposal. ~ 

(c) Provision of an adequate and safe reticulated supply 
of potable water in all settlements. 

(d) Condemnation and demolition of substandard dwellings 
and their replacement by suitable accommodation in planned 
towns if necessary upon new sites. ; 


Appendix 3: Industrial Hygiene. 
(a) Industrial Hygiene Services. 

A large proportion of the population in Australia is 
engaged in secondary industries in which are encountered 
various hazards to health. In primary industry also various 
health hazards are encountered. 

Research into the effects of toxic substances used in 
industry, investigations of conditions in industry in which 
such substances are encountered, diagnosis of occupational 
diseases, examination of individuals exposed to harmful 
substances or influences, are all appropriately functions of 
a government health agency, since only such agencies have 
the necessary facilities, right of entry to works, and capacity 
for making regulations to improve and maintain healthful 
conditions. 

Certain States and the Commonwealth already have and 
seme have had for a considerable number of years divisions 
of the health departments whose functions are to deal with 
these matters. ° 

The personnel consists of specially trained medical officers, 
scientific officers (chemists) and industrial health inspectors. 

Special legislation has been introduced under the health 
acts regarding toxic substances in industry and periodical 
medical examination in certain lead trades. 

Laboratory examinations and tests are done by and for 
the Industrial Hygiene Division. ‘ 

Research— 

(1) Investigations in regard to the treatment of lead 

poisoning by sodium citrate and by sodium thiosulphate 
have continued. 
(2) Investigations of the gradual effect of lead and its 
compounds on the red and white cells of the blood and 
its relation to atmospheric lead content in regard 


to persons not previously exposed to lead or its com- 
pounds, and who have started work in a lead accumu- 
lator factory, are being carried out. 


Similar work in the field of industrial hygiene is being 
done in some, but not all, of the other States. 

It is suggested that all States be encouraged to undertake 
this work financed by subvention from the Commonwealth 
funds. 

(b) Silicosis. 

In general, it can be stated that the harmful effect of 
dust is directly proportionate to the amount and fineness of 
free silica in the dust. Free silica is the most abundant 
constituent of the earth. The term “free silica” is used to 
distinguish it from combined silica, such as carborundum 
(carbide of silica), which is harmless. Free silica is com- 
monly known as quartz, being the chief constituent of 
granite, of rocks such as sandstone and quartsite, and of 
most sand and gravel. It is obvious, therefore, that coal dust 
must be contaminated with silica. 

A diffuse fibrosis of the lungs and a mixture of nodular 
and diffuse fibrosis is caused by dusts such as asbestos coal 
dust, and iron ore dust. Usually, with the possible exception 
of asbestos, these dusts have a rather high concentration 
of silica, and modern opinion, generally, is that it is this 
unavoidable contamination with silica which causes most 
of the lung trouble. 

It is claimed that pure carbon dust will not cause fibrosis. 
It is generally found that silica dust concentrations of five 
to ten million particles per cubic foot of air effect only a 
minority of people, but that concentrations of above ten 
million particles per cubic foot are definitely dangerous and 
cause trouble in the majority of people exposed to them. 
The condition due to dust found in coal miners is anthraco- 
silicosis (that is, a form of fibrosis of the lungs due to a 
mixture of coal and Silica dust). This is the most common 
form of silicosis discovered by routine examination of miners 
and workers in dusty trades. 

This condition is commonly called miners’ pthisis. It 
is a crippling progressive and incurable disease. It is to 
a large extent preventible. : : 


Measures advocated for this are: 


(1) The regular and thorough investigation of the atmos- 
phere in all trades where men are exposed to the 
inhalation of silica contaminated dust. ; 

(2) foe periodical X-ray examination of men in those 

es. 

(3) The universal adoption of the new aluminium pre- 
ventive means advocated by the McIntyre Research 
Laboratories of Canada. In this particular Dr. 
Robson, of the Research Institute, has recently been 
touring Australia under the auspices of the State 
Governments. 


(c) Toxicological Problems of Industry. 

Because employees spend so much of their waking time 
in connexion with work, the conditions of their employment 
sone ai a large bearing on individual and community 

ealth. 

All the environmental factors of work, therefore, are of 
importance to medical men, to managements and to the 
Government because of the influence on general health 
and because of the effect on production. These environ- 
mental factors may be listed: ° 

Physical Factors.—Temperature, pressure, vibration, noise, 
electricity, X rays and radioactive substances. 

Chemical Factors.—Some of the commoner chemical sub- 
stances encountered -in industry are the following: lead 
and lead compounds, TNT, silica and silica compounds 
(causing silicosis), arsenic, nickel, iron, mercury, manganese, 
cadmium, silver, aluminium, chrome salts, chlorine, bromine, 
sulphur dioxide, ammonia, acid fumes, phosphorus, prussic 
acid and its salts, hydrazoic acid, carbon monoxide, benzene, 
toluene, chloroform, carbon tetrachloride, dichlorethane, 
dichlorethylene trichioroethylene, tetrachloroethene, chlorin- 
ated naphthalenes, methanol, carbon disulphide, orthocresol 
phosphate, dioxan and ethylene ¢hlorhydrin. 

Whilst much research has been carried out on these 
matters, most of it has been done overseas and there is a 
need for an increased amount of investigation into these 
problems as they exist in Australia. The elucidation of these 
problems and the improvements of working conditions 
require the close cooperation of government organizations, 
individual managements, employees and their unions and 
medical men. 

With regard to the medical aspect of the work environ- 
ment (that is, the toxicological problems) the following 
considerations should be noted, 
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Entry to the body may be through the alimentary tract, 
tnreugh the skin, or ‘by inhalation. The amount of a 
peisonous material which enters the body depends, of course, 
on the amount present at the place of work, and to some 
exient this can be controlled by conditions of ventilation, 
heating et cetera. 

When a poisonous substance enters the body it is first 
of all absorbed into the blood-stream when damage to the 
circulating blood and the blood-forming organs can take 
place. It is known that in the early stages of poisoning a 
temporary poisoning effect only occurs, but in many instances 
(particularly with solvents such as benzol and tolucl) such 
permanent damage can occur to the_blood-forming organs 
that recovery is impossible. The blood carries the poison 
to the body organs and sometimes the poisonous action is a 
selective one, sometimes principally of the liver, sometimes 
of the kidneys, sometimes of the nervous system and some- 
times of the bladder. The changes may be inflammatory 
and destructive in nature, or may (particularly in the case 
of the bladder) cause new growths which may be benign or 
malignant. The same factor applies here as with the blood, 
namely, that up to a certain point reeovery is possible, but 
beyond that point so much destruction has taken place that 
death is inevitable. 


Appendix 4: Measures to Control Diseases Peculiar to 
the Tropical Parts of Australia. 
1. Leprosy. 


Control of leprosy in the north requires a medical 
organization which will: 


(a) Preserve full records of all known lepers and of their 
relatives and close contacts. 

(b) Maintain native races under continuous supervision 
and segregate the leper early. { 

* (c) Maintain the medical re-inspection of all discharged 
lepers and contacts of lepers at frequent intervals for many 
years. 

(d) Recognize the earliest signs of leprosy in the contacts 
of lepers. 

(e) Control the nature of employment available to the leper 
contacts, excluding them where necessary from domestic 
service involving close association with white children. 

(f) Maintain institutions for the treatment and rehabilita- 
tion of lepers. 7 

(g) Control migration of lepers and leper contacts. 


2. Malaria. 
Control of malaria in the north requires: 


(a) Medical organization adequate to: (i) Detect and to 
treat efficiently cases of malaria immediately they appear. 
(ii) Review periodically patients who have suffered from 
malaria to reduce the risk of their becoming carriers. (iii) 
Conduct medical surveys of the native population to identify 
endemic foci and to eliminate these. (iv) Maintain 
strategically situated hospital and laboratory facilities for 
= prompt diagnosis and safe and efficient treatment of 
Malaria, 

(b) A hygiene organization to undertake: (i) Vector 
elimination in settlements, native camps, missions, con- 
struction camps and lines of communication as a matter of 
routine. (ii) Survey and control of special areas as occasion 
warrants. (iii) Control migration of potential carriers 
between potential endemic areas. 


8. Hookworm. 

The control of hookworm requires: 

(a) A medical organization to: (i) Detect, record and 
treat effectively hookworm amongst persons seeking medical 
advice. (ii) Undertake routine surveys of the population 
both Huropean and native. (iii) Maintain mass treatment 
facilities in areas where these are indicated. 

(b) A hygiene organization to: (i) Enforce in all settle- 
ments a safe standard of night soil disposal. (ii) Educate 


' the white and coloured sections of the community in sanitary 


habits and the epidemiology of hookworm. (iii) Control the 
migration of infected persons between endemic areas and 
potential endemic areas. 


4. Typhus. 
The control of typhus requires a medical and hygiene 
organization which will: 
(a) Identify the endemic foci of the particular rickettsia 
involved. 


(b) Undertake such measures of rodent and fiea, tick or 


mite control as a particular disease requires. 


(c) Educate the population in the etiology of the typhus 
fevers and in means to be taken to avoid infection and to 
reduce endemicity. 


5. Salmonella Infections and Dysenteries. 

The control of Salmonella infections and dysenteries 
(ameebic and bacillary) requires: 

(a) A medical organization and laboratory service which 
will promptly identify the infecting agent and eliminate the 
carrier by effectual treatment. 

(b) A hygiene organization which will: (i) Control the 
migration of carriers. (ii) Raise the standard of sanitation 
in the community and in the individual to a level adequate 
to prevent dissemination. 


6. Tuberculosis. 

Control of tuberculosis requires a medical organization 
adequate to: 

(a) Conduct mass surveys of the population both white and 
coloured. 

(b) Provide the necessary treatment facilities for the 
infective individual. 

(c) Educate the population in prevention. 


7. Dengue (and Yellow Fever). 
Control of dengue requires: 


(a) Provision of an adequate supply of potable water by 
reticulation in all settlements. 

(bo) A hygiene service which will: (i) As far as possible 
eliminate domestic water storage. (ii) So order the disposal 
ot incombustible wastes as to prevent their serving as 
breeding foci for mosquitoes. (iii) Eliminate Aédes breeding 
sites in the structure and purlieus of dwellings (iv) 
Organize methods for the destruction of Aédes larve and 
adults round settlements. 


Appendix 5: Hospital Accommodation. 


The following extract is quoted verbatim from the 
Interim Report of the Medical Planning Committee of the 
Commonwealth Parliamentary Joint Committee on Social 
Security (1944): 


“We would preface our remarks on this subject by stating 
that it is our opinion (a) that every patient in Australia who, 
in the opinion of his medical attendant, needs hospitaliza- 
tion, should be assured of immediate admission to a hospital 
suitably equipped for the treatment of his disability; (b) that 
every medical practitioner should have facilities for treating 
his patients in his local cottage or district hospital for such 
illnesses and injuries as do not require transfer to a base 
hospital for specialized treatment; and (c) that it is the 
duty of those charged with the medical care of the people 
to ensure that sufficient hospital beds adequately equipped 
and staffed are available to meet the requirements for 
immediate admission to hospital of all the sick and injured. 


Hospital accommodation can be considered from two points 
of view. The first. is that of quantity. The report of the 
Medical Survey Committee shows that, based on world 
standard requirements, the present estimated population of 
Australia is 6690 beds short in its general hospitals 
(including provision for general medicine and surgery, 
maternity, children, infectious diseases and convalescent 
patients), 2963 beds short in hospitals for tuberculosis 
patients, and 6994 beds short of the standard accommodation 
required for mental diseases, a total shortage of all types of 
beds of 16,647. 

Proper care of the sick and injured cannot be achieved in 
the face of such a desperate lack of provision for accom- 
modation. This situation should be remedied immediately. 


While the Medical Survey Committee report clearly 
indicates that there is urgent need for many more hospital 
beds, it also makes it clear that it would be more efficient 
and economical if all hospital beds were concentrated into 
larger units with adequate transport facilities and a resultant 
decrease in the present large number of minor hospitals. 
Evidence suggests that the smallest size unit which can 
give proper efficiency and be conducted economically is a 
200-bed hospital, and in those areas which will support such 
a number of beds this should be the minimum unit of 
construction. 

Detailed consideration of the shortage in general hospitals 
reveals that the lack of provision exists chiefly in that for 
subacute and chronic diseases, and that the greatest 
deficiencies occur in the States of New South Wales and 
Victoria. The Medical Survey Committee draws urgent 
attention to the large number of patients suffering from 
subacute and chronic diseases occupying beds at high 


1g 3 
Ke a 
th 
of 
of % 
nt 
to 
m 
n- 
of 
of 
st 
ar 
al 
on 
on 
is. 
ve 
on 
nd 
mn. 
O- 4 
a 
mn 4 
rs 
It 
to 
S- 
ne 
se 
te 
1e 
nt : 
ty 
of 
1e 
th 
e, 
ud 
Is 
e, 
e, 
ic 
e, 
e, 
| 
ol 
a 
: 
is 
Ss, 
| 


790 THE MEDICAL JOURNAL OF AUSTRALIA. 


Novemser 26, 1949. 


maintenance costs in acute general hospitals. The ever- 
increasing economic loss of this system is disturbing, and 
should be remedied at once. 

This committee is of opinion that it is useless making 
grants to patients of moneys for hospital accommodation 
benefits, free medicines et cetera if there is no provision for 
patients to utilize these benefits by being able to gain 
admission to hospital when needed. We feel that the first 
and most urgent call on any fund should be the making good 
of all deficiencies in hospital. accommodation, that the 
immediate and cheapest solution lies in ‘overcoming the 
glaring deficiencies in accommodation for subacute and 
chronic diseases, and for the evacuation of these patients 
from acute hospitals with resultant lowering of maintenance 
costs. The accommodation provided for such subacute and 
chronic hospitals should be of the best possible type, and 
they should be adequately equipped and staffed to secure 
the restoration to health and rehabilitation of these patients. 

The chronic and subacute hospitals serving metropolitan 
areas should be located in close relation to the universities 
and the teaching hospitals. 

We are of opinion also that such subacute and chronic 
accommodation should be decentralized into regionalized 
districts, so that these patients are within reasonable distance 
of their homes, and that such hospital accommodation 
should be entirely divorced from that provided as homes for 
the aged and infirm. If, because of financial stringency, this 
involves the deferment of any monetary benefit to patients, 
we are strongly of opinion that this is the only statesmanlike 
view to take and that it will make an infinitely greater 
contribution to the health of the community than any 
monetary benefit to individuals.” 

The position in regard to hospital accommodation has not 
altered materially since this report was published. That the 
position was not exaggerated, but should rather be regarded 
as a conservative estimate, is evident from the following: 


1. The waiting lists at the public hospitals in the six 
capital cities today are approximately as follows: Sydney, 
10,500; Melbourne, 5745; Adelaide, 2783; Perth, 825; Hobart, 
nil; Brisbane, nil; total, 19,853. 

2. Figures released recently by the chairman of the 
Hospitals and Charity Commission of Victoria (Mr. C. 
McVilly) show that in the base public hospitals of Victoria 
alone there is a present-day shortage of 3879 beds. He 
estimated that by 1970 this figure would, unless the position 
were rectified, be 6248 beds. 

3. The estimate of the Medical Survey Committee in regard 
to shortage of beds for tuberculosis cases was based on the 
ratio of two beds per annual death. The now more generally 
accepted figure is three beds per death. Ss 

The Medical Survey Committee stated that in general 
there should be a reserve of 25% of beds to allow for 
fluctuations in prevalence of disease. 

The British Medical Association estimates that there is at 
present a bed shortage in Australia of 18,000. Unless the 
bed shortage can be remedied, government assistance 
towards the cost of medical care must necessarily be largely 
for minor ailments. 

A most pressing necessity is, therefore, large-scale increase 
in hospital accommodation, referred to above as being a 
very high priority in any national health ‘service. 

Unless and until this problem is solved, no national health 
service can function effectively. 


Appendix 6: Tuberculosis Control. 


Tuberculosis is a preventible disease like typhoid fever or 
diphtheria. In 1942 the death rate from this disease in 
Queensland was 32 per 100,000, in New South Wales 37, 
and in Victoria 44-7. 

The objectives in an anti-tuberculosis campaign are to 
eliminate infection as far as possible and to render the 
environment unfavourable for the development of the disease. 

Legislation should ensure compulsory pasteurization of 
milk and distribution in sterilized containers suitably sealed. 

Mass chest X rays would result in the discovery of early 
cases. The aim should be the eventual periodical X-ray 
examination of the whole adolescent and adult population. 

There should be sufficient beds in the sanatoria to allow 
of treatment without delay. A rule recommended in Canada 
and America is that there should be three beds per annual 
death from tuberculosis. 

Two of the main objectives of a modern sanatorium 
programme are: 

: by Segregation from the community of patients with active 
lesions. 

2. The rendering of patients’ sputum fee from tubercle 


The existence of waiting lists and a curtailed period of 
in-patient treatment are the direct antitheses of such a plan. 


Preventive inoculation with “B.C.G.” vaccine of persons 
exposed to infection such as nurses, students and “contacts” 
who fail to react to tuberculin is advocated. 

A ratio of three beds per annual death would require 
8500 beds for the Commonwealth. <A percentage of these 
would have to be apportioned to a special sanatorium for the 
tuberculous insane. i 

Ten per centum of beds should be assigned to a village 
settlement or colony for patients with chronic, active, non- 
progressive lesions and for a few convalescent patients. 

The modern sanatorium programme can be organized much 
more efficiently in large establishments. The large 
sanatorium should have a staff of resident specialists, each 
of whom would be trained both in tuberculosis and in one 
other specialty. There should be also a visiting staff of 
consultants. 

Adequate allowance should be made to patients’ dependants. 
Additional allowance should be made to the patients unabie 
to work, for extra food, clothing and the necessities, ‘o 
supplement invalid pensions. 

Measures to improve sanatoria should include: 


1. Greatly increased expenditure for the sanatorium. 

2. Improved apparatus and equipment, including the 
best available X-ray apparatus. 

8. Greatly increased staffs, medical and nursing. 

4: Prolongation of stay in sanatorium. Short stays 
account for a higher percentage of readmissions and 
ultimately fatal results. 

A rehabilitation service should be created under a full-time 
director. This service should work in close collaboration with 
the sanatoria medical staff, sanatoria educational depart- 
ment, technical colleges and employment agencies. 

The economic factor is important as tuberculosis flourishes 
where poverty is prevalent. = 

Increased propaganda by radio, Press and motion pictures 
is advisable. to educate the public in the way they could 
cooperate in eliminating this disease. 


Appendix 7: Medical Benefits Fund of New South 
Wales. 


This company has been formed by the medical profession 
of New South Wales. 

Under its Articles of Association the company may appoint 
to its governing body a number of contributors’: representa- 
tives up to the maximum of five. 

In respect to collection of contributions and payment of 
benefits, it is administered by the Hospitals Contribution 
Fund of New South Wales. 

The object of the fund is to provide substantial monetary 
assistance towards the cost of medical care. 

The following features are important. 

The fund is non-profit making and the directors receive 
no payment. 

Any accumulated funds will be applied to giving benefits 
to contributors. , 

Contributors may receive medical attention from any duly 
qualified medical practitioner. There is complete freedom 
of choice of doctor. . 

Contributors becoming ill whilst visiting other States will 
— entitled to the usual benefits for the treatment of such 
illness. 

There is no income limit as regards contributors. 

Benefits are extended to the contributor and his or her 
‘dependants. 

Benefits are comprehensive and cover general practitioner, 
specialist, diagnostic, surgical, physiotherapist and obstetric 
services. 

The scale of contributions and benefits is as follows: 


Membership is available to persons under the age of sixty- 
five years at the following rates payable in advance: 


(a) Unmarried males or unmarried females (not being 
registered dependants of a contributor) under the age 
of twenty-one years: weekly, 1s.; 4-weekly, 4s. 
quarterly, 12s. 6d.; half-yearly, £1 5s.; yearly, £2 10s. 

(b) Unmarried males or unmarried females twenty-one 
years of age and over and widowed persons without 
dependants: weekly, 1s. 6d.; 4-weekly, 6s.; quarterly, 
18s. 9d.; half-yearly, £1 17s. 6d.; yearly, £3 15s. 

(c) (i) Married males or married females with or without 
dependants, or (ii) widowed persons with dependants: 
weekly, 3s.; 4-weekly, 12s.; quarterly, £1 17s. 6d.; half- 
yearly, £3 15s.; yearly, £7 10s. 

Dependants are husband or wife and children under the 

age of seventeen years (a student child seventeen years 


of age and over and not in receipt of income may be accepted 
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as a dependant on special application by the contributor). 
Future dependants must be declared within three months if 
newly born infants, or within one month if a spouse or other 
dependant. 

Benefits are available towards the cost of treatment by 
duiy qualified registered medical practitioners in private 
practice for the contributor and dependants for the following 
services: 

1. General Practitioner Services. 


(a) Non-hospital treatment. (i) Visit to place of residence. 
{ii} Visit to doctor’s rooms. Benefit: 7s. 6d. for each 
attendance. 

(b) Medical treatnnt in hospital. Benefit: 7s. 6d. for 
each attendance. 

(c) When the opinion of a general practitioner is sought 
in a consultant capacity: (i) at hospital or residence when 
the patient’s condition is such as to preclude his/her atten- 
dance at the doctor’s rooms, not exceeding £1 lls. 6d. per 
consultation; (ii) at doctor’s rooms, not exceeding £1 1s. per 
consultation. 

Limitation of benefit in respect to benefits 1 (a), 1 (b) and 
i (c). 

The maximum amount payable for attendance by a general 
practitioner (or practitioners) under 1 (a), 1 (b) and 1 (c), 
that is, for attendance at place of residence, the doctor’s 
rooms and hospital and for the services of a general prac- 
titioner in a consultant capacity in any one membership 
year, shall be £15 15s. for any one person. 


2. Specialist Services. 

(a) Non-hospital treatment. By specialist at his rooms 
when referred by a general practitioner, £1 1s. for the first 
visit and 10s. 6d. for each subsequent visit. When the 
patient is attended by a specialist, without previous 
reference by another practitioner, the benefit payable is 
7s. 6d. only for the first and each subsequent visit. 


(b) Medical treatment in hospital. By specialist to whom 
the patient is referred by a general practitioner or other 
consultant, £1 1s. for first attendance and 10s. 6d. for each 
subsequent attendance. 


When the patient is attended by a specialist without 
previous reference by another practitioner, the benefit pay- 
able is 7s. 6d. only for the first and each subsequent atten- 
dance. 

(c) When the services of a specialist are given in a 
consultant capacity. (i) At place of residence or hospital 
when the patient’s condition is such as to preclude his/her 
attendance at the consultant’s rooms—not exceeding £3 3s. 
per consultation. (ii) At consultant’s rooms—not exceeding 
£1 1s. per consultation. 

‘ ee of benefit in respect to benefits 2 (a), 2 (b) and 

The maximum amount payable for attendance by a 
specialist (or specialists) under 2 (a), 2 (b) and 2 (c), that 
is, for attendances at place of residence, the doctor’s rooms 
and hospital, and for the services of a specialist in a con- 
sultant capacity in any one membership year, shall be 
£15 15s. for any one person. 


8. Surgical Treatment in Hospital. 


A contribution towards the surgeon’s fees for each admis- 
sion to hospital’ of a contributor or eligible registered 
dependant on the following scale: for operations enumerated 
in (a) Schedule 1, £26 5s.; (b) Schedule 2, £15 15s.; (ce) 
Schedule 3, £5 5s.; (d) Schedule 4, £2 2s,; (e) Schedule 5, 
the amount fixed therein for each particular operation. 

These schedules will be prepared from time to time by the 
association. For operations not included in any of the 
schedules the amount of benefit payable shall be determined 
by the Council. 


4. Surgical Treatment at Place of Residence or Surgery. 


Covers minor and emergency operations and the conditions 
of benefit 8 apply thereto. . 


5. Obstetric Treatment in Hospital or at Place of 
Residence. 

(cq) For each confinement a benefit of £5 5s. shall be 
allowed, such sum to cover all ante-natal treatment relating 
to such confinement, provided that ante-natal conditions 
arising therefrom and necessitating additional medical or 
Surgical treatment may be considered under benefits 1 to 4. 

(b) For confinement necessitating surgery, benefits shall 
be available under benefits 3 to 4. 


6. Physiotherapy. 


When the physiotherapy is administered personally by a 
Medical practitioner, 7s. 6d. for each attendance, with a 


maximum payment of £1 10s. for attendances in any one 
week and a total maximum payment of £4 10s. in any one 
year for each person. 


7. Diagnostic Services. 


X ray (other than X rays of teeth), biochemistry and 
pathology whilst in hospital or provided at the request of 
the contributor’s doctor or consultant. When a contributor 
is a patient in a private hospital or an intermediate or private 
bed of a public hospital and the hospital’s X-ray equipment 
is used for which the hospital makes a charge, benefits will 
be available in those tases in which the hospital pays an 
amount of not less than 50% of the fee to the radiologist. 

Limitation of benefit. For each person—contributor or 
eligible registered dependant—£5 5s. in any membership year 
in respect of each diagnostic service—X ray, biochemistry 
or pathology. 


8. Anesthetists’ Services. 


Anesthetists’ fees. For each person—contributor or 
eligible registered dependant—£l 1s. to £2 2s. for minor 
operations, £3 3s. for major operations. 


The Medical Benefits Fund of New South Wales is firmly 
established and growing rapidly. 

A similar scheme has been started in South Australia and 
is under consideration in Queensland. 


Appendix 8: The Federal Government’s Proposals for 
a National Medical Service. 


The Act, bereft of legal verbiage, simply lays down that 
provisions shall be made for a scheme for the payment of 
doctors by the Government and that the control of the 
scheme shall be vested in the Commonwealth Director- 
General of Health. It further enacts that all other matters 
in regard to a national health service shall be given effect 
to by regulations. It is specifically stated that by regulation 
the Director-General of Health may “take over” all medical, 
dental, nursing and hospital services, laboratories, health 
centres and clinics, also all property used in connexion with 
same, whether privately, community or State owned. The 
manufacture of medical and dental supplies, appliances, 
equipment, including visual aids and hearing aids, for the 
above health services may likewise be undertaken by the 
Director-General. It appears that undue emphasis has been 
placed on the part of the Act pertaining to the part payment 
of medical fees and this has tended to obscure the fact that 
the framework has been devised of what must inevitably and 
inexorably develop into a large experiment in State socialism. 

The regulation-making power conferred on the Minister 
for Health and the Director-General of Health by the Act 
is as follows: : 


“The Governor-General may make _ regulations, not 
inconsistent with this Act, prescribing all matters which are 
by this Act required or permitted to be prescribed or which 
are necessary or convenient to be prescribed, for carrying 
out or giving effect to this Act.” 

Consider the meaning of the words in italics. As a com- 
mentator-in Great Britain recently said: “They mean that 
Parliament empowers a Minister to amend its own Act. 
This is surely to go a step beyond delegation and to come 
somewhere near to the abdication of the legislature in favour 
of Whitehall”, our own “Whitehall” being Canberra. 

When an Act confers power to make regulations, the 
procedure of the controlling body (in this case the Depart- 
ment of Health) when exercising this power is as follows: 

The regulation is notified in‘the Government Gazette and 
takes effect from the date notified or any other date 
specified. Within fifteen sitting days of Parliament after 
it is made, the regulation is tabled in each House, and if, 


‘within fifteen days of tabling, no notice of motion of dis- 


allowance is made the regulation becomes law, just as if it 
had passed three readings in each House. If a motion of 
disallowance is proposed, it can be then discussed in Parlia- 
ment, but the vast majority of regulaticns slip past unnoticed. 
If a regulation be gazetted during Parliamentary recess, it 
may be many months before it is subjected even to the above 
very haphazard screening, and even if subsequently dis- 
allowed, action taken under a regulation between the time 
of its promulgation and its repeal remains valid. 

When they approved the social services question in the 
referendum a few years ago the people conferred on the 
Commonwealth supreme powers in the national health 
field, “but not so as to authorize any form of civil con- 
scription”. The National Health Service Act simply trans- 
ferred these tremendous powers to the Director-General of 
Health to be exercised by regulation, with only the above 
slender safeguards. It is quite obvious that regulations of 
far-reaching importance, which have not been debated in 
Parliament, can become the law of the land without many 
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members of Parliament knowing of their existence and that 
ignorance may extend to the party in power and even to 
members of the Cabinet. One can envisage, in fact, that only 
regulations involving questions of high policy would be 
matters for Cabinet decision, and, even then, the precipitate 
actions of a venturesome Minister could be publicly negatived 
only at the expense of party unity. It is obvious, therefore, 
that all regulations relating to the conditions of medical 
service in the scheme and the disciplining of doctors will 
be simply a matter for decision by the Director-General of 
Health. This practice, by which officials of a department 
initiate the legislation by which arbitrary powers are con- 
ferred on them, is a highly dangerous development in modern 
parliamentary practice, and the medical profession is now 
threatened with its full weight. 

It is clear, therefore, that without reference to Parliament, 
the Director-General of Health, via the Minister for Health, 
may at any time and without warning revolutionize the 
medical services of the country in any of the following ways: 


1. He may substitute a full-time salaried service or a 
capitation fee service for a “fee-for-service” system. 

2. He may, by consent or economic pressure, (a) nationalize 
any or all hospitals—private, community (lay or religious), 
or State; (b) nationalize any or all laboratories, health 
centres, clinics—private, community or State; (c) appropriate 
any or all property of such bodies. 

He may do this during parliamentary recess and his 
regulations become law at once and remain so unless sub- 
sequently disallowed, perhaps months later. 

In the graphic phrase of one Minister discussing the 
bank bill, “once the eggs are scrambled they cannot be 
unscrambled”. 

The editorial of THe MepicaL JOURNAL OF AUSTRALIA of 
February 5, 1949, discusses this danger and comments as 
follows: “Since the Government proposed to implement and 
to develop the national health service through the pro- 
visions contained therein for the making of regulations, 
the Federal Council viewed with grave misgivings the 
ultimate character and conditions of medical practice’, and 
was unable to accept a position. in which it had no voice 
in determining the final destiny of the. members of the 
medical profession. These views were embodied as follows 
in one of the clauses of the letter sent by the Federal Council 
of the British Medical Association to the Minister for Health, 
following the Federal Council meeting in Sydney in 
December, 1948: 

“Regulation-making powers. The Council notes with 
apprehension wide powers taken under the regulation-making 
provisions of the Act in Section 22. There can be no doubt 
that these powers would enable the Government to bring 
the whole medical profession, both present and future, under 
its complete control. In particular, it is.felt that no doctor 
who cooperated in any part of the national health service 
could be secure against the unilateral variation at any time 
by the Government of the condition under which cooperation 
had been offered. The regulation-making provisions render 
the Act unacceptable to the profession and it is considered 
entirely reasonable to request that all essential conditions 
of the service should be stated in the Act before the 
cooperation of the profession is requested. The Council 
refuses to admit the implication that the institution of a 
national health service should involve government control 
of every aspect of medical practice and will strenuously 
oppose such regimentation.” 


The Experimental Health Centres. 
The Government proposes to establish “Experimental 
Health Centres”... A centre will, presumably, be along the 


lines of those envisaged in the scheme of the National. 


Health and Medical Research Council (“An Outline of a 
Possible Scheme for a Salaried Medical Service”), published 
in 1941. A clinic will be established, staffed by physicians, 
surgeons, obstetricians and the various other specialists. 
This clinic will cater for the medical needs of the sur- 
rounding district. If a doctor practising in the neighbour- 
hood finds that the clinic has ruined his practice, he will 
be compensated, provided he akandons it and “undertakes 
to make his professional services available exclusively for 
the purposes of a national health service”. In other words, 
he loses his practice without compensation unless he joins 
the Government service exclusively. 

The same Minister who devised this form of economic 
conscription has said that a doctor “is free to come in or 
free to stay out”. Each doctor is reminded that he himself 
may be the one to be placed in this unfortunate dilemma. 

What is the purpose behind the establishment of the 
experimental health centres? It is noted that the Minister 
has stated that the “broad objectives of a free service will be 


achieved by a process of evolution’. If the Governmeni 
regards a “feé-for-service”’ medical service as the permanent 
set-up. why the experimental health centres? One musi 
remember that the scheme of the National Health anc 
Medical Research Council for a salaried medical service was 
based on the health centres and that this scheme was largely 
the conception of the Commonwealth Department of Health. 
It appears to be a logical deduction that the experimenta! 
health centres are to be the nucleus of a salaried medical 
service along the lines of the National Health and Medica! 
Research Council’s scheme and that they will gradually 
increase in size and number with a view to replacing the 
“fee-for-service” system. It is significant that the word 
“experimental” was used by the Minister solely as indicatin: 
experiments in methods of payment—different methods, 
sessional, part time or full-time, salary, or fee-for-service 
being “tested out”, to quote his words. 

In discussing the question of control by a commission, he 
envisaged the possibility of its being granted, should the 
time arrive when there would be a vast development in 
these health centres, and “there will be in the national 
service as full-time employees a large number of medical 
practitioners”. There does not seem, therefore, to be 
any doubt that the Government regards “fee-for-service” as 
an interim system only. As the Minister says, he can 
envisage private practice going along with the national 
scheme for “say ten years”. By this time apparently, the 
time will be ripe for its elimination. The weapon to be used 
is the “Experimental Health Centre”. 

The Federal Council is fully aware of this danger and 
expressed its views in the letter to the Minister for Health 
in the following words: “The Federal Council considers that 
the institution of experimental health centres under the 
control of the Government is unnecessary, and also undesir- 
yen as replacing private doctors by government-controlled 

octors.” 


Methods of Payment of Doctors Proposed by the 
Minister. 


It would appear from the provisions of the Act and state- 


- ments of the Minister for Health that initially the following 


will be employed on a full-time salaried basis: whole-time 
specialists in hospitals, such as pathologists, radiologists, 
medical superintendents and full-time staffs of hospitals, 
medical officers of some experimental health centres and 
doctors appointed to outback areas. Conditions of service 
shall be determined by the Director-General of Health and 
salaries fixed by the Commonwealth Public Service Board. 
General practitioners and later specialists will be paid on 
a fee-for-service basis with a schedule of fees embracing 
all services. Payment will be made direct to the doctor of 
half the fees, provided that he or she is “participating” in 
the scheme. In regard to the actual schedule, the Minister 
is willing to confer with the profession which shall, how- 
ever, act in an advisory capacity only. No “participating” 
doctor may charge a fee in excess of the schedule fee under 
any circumstances whatsoever, not even when the patient 
is willing to forgo his right to the government subsidy. 
Arbitrary power is given in the Act for the Director- 
General of Health to compile a list of specialists and to 
decide the eligibility of individuals for inclusion in the list 
and, as an obvious corollary, to define the scope of their 
work. They are to be included gradually in the scheme on 
the same fee-for-service system as the general practitioners. 
The profession has always pressed for a fee-for-service 
system. It has realized that a salaried service or a capitation 
fee service necessitates a contract, and that a contract 
must be policed, involving a degree of control which is 
inescapable and liable to be ever-increasing. It also realized 
that the fee-for-service method of payment is the only 
one compatible with the retention of freedom. It has 
never held, however, that such a system is ipso facto free 
from danger. Two necessary safeguards are that the con- 
trolling body should be predominantly medical, elected by the 
profession and responsible to the profession, and that there 
should be no contractual relationship: between the doctor and 
the Government. These conditions have been refused by the 
Minister—the former directly, the latter by innuendo. Even 
though there is no _ direct contract demanded the 
“participating” doctor must notify the Government of his 
decision to serve and automatically accept conditions 
including the agreement to abide completely by a schedule 
of fees and also undefined disciplinary measures such 48S 
“penalties not exceeding a fine of £50 or imprisonment for 
a period not exceeding six months for any offence against the 
regulations”. Call it consent or agreement or “willingness 


to participate” or what you like, he certainly accepts 2. 


position by which the Government assumes the position of 
employer. 
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Under such a system the Director-General of Health 
could exercise very irksome control. For example, he 
might, simply by regulation, rule that no fee be paid to a 
doctor unless he wrote all prescriptions on a government 
form and according to a formulary. He might decide that 
the original schedule was too generous and reduce it, or, 
again, that fees for all operative procedures and all mid- 
wifery cases be available only ‘»% those with certain quali- 
fications which he would determine. He might rule that 
there are sufficient doctors in a certain locality and that the 
fees would not be paid to any more and so obtain the 
power of direction of doctors. Later he might decide that 
ownership of practices must cease as in England, and that 
the fees would be paid only to those doctors who surrendered 
their practices. Finally, when the public had become 
thoroughly accustomed to the national health service, he 
might rule that the method of payment be changed to salary 
or capitation fee. 

It appears, therefore, that the controlling body, under the 
system of direct payment, might, by obtaining control of 
50% of the doctor’s income, exercise rigid control over him. 
By regulation it could increase the 50% to 100% with 
corresponding increase of power. It is obvious, therefore, 
that fee-for-service under the conditions laid down by the 
Minister is fraught with danger to professional freedom. 

The Government’s proposals to fix the fees of doctors is 
in direct defiance of the will of the people expressed at two 
referenda on price control. It is iniquitous that after it has 
abandoned wage-pegging it should attempt to reimpose it on 
one section of the community only. It is obvious that the 
Director-General of Health .may reduce the fees in the 
scheme by regulation to such an extent that acceptance of 


* galaried posts in the experimental health centres would 


appear to be the only hope of avoiding bankruptcy. This 
power of economic pressure pervades the whole Act. 

It appears from the above reasoning that professional 
freedom in a national health service can be retained only 
by the adoption of the refund system and a scale of benefits. 
A scale of benefits would.determine the amount of subsidy 
the patient would receive, but, unlike a schedule of fees, 
would not determine the size of the doctor’s fee. This 
would be, as at present, a matter of private arrangement 
between the patient and the doctor. The patient would 
attend any doctor he chose, and not be restricted to a list 
ot “participating” general practitioners and specialists. There 
would, therefore, be real choice of doctor. On payment of 
his account he would receive, as at present, a receipt which 
he would present to the Government. He would then receive 
from the Government a cash benefit as a refund. The doctor 
would not enter into this transaction at all. The person 
receiving the benefit would make the approach to the 
Government, and any regulations would apply to him—that 
is, as a beneficiary he would accept the conditions imposed. 
This seems more equitable than for the patient to receive 
the benefit and the doctor to become subject to the con- 
ditions. The doctor is trained to treat the sick and not 
to be the government book-keeper and agent for the payment 
of benefits. He has neither the time nor the training for 
such work. The adoption by the Government of the split 
fee principle by which the patient pays a proportion of thé 
Yee affords abundant protection of government funds against 
abuses by either doctor or patient. 

The Minister is unconvincing in his contention that he 
cannot have the people “run around and collect individually 
the payment from the Government”. Women seeking 
maternity benefits, old-age pensioners, invalid pensioners, 
widows, war and service pensioners, child endowment 
beneficiaries, all (in number about one and a quarter million 
People) “run around” collecting payment direct from the 
Government. The profession simply proposes that the latest 
government benefit—the medical benefit—should be collected 
in the same time-honoured way. 

If the Government is sincere in its contention that it only 
desires to help the patient and has no desire to control 
the profession, it would achieve its object in this-way. Its 
violent reaction to this proposal is somewhat revealing. 

The Federal Council was alive to the dangers described 
above and expressed itself as follows in the letter to the 
Minister: 

“The medical profession would be unwilling to undertake 
the clerical work and liabilities involved in acting as agent 
for the patient in obtaining medical benefits and would insist 


that payment by the refund system be included in this 
scheine.” 


This booklet was authorized by Dr. J. G. Hunter, General 

ny t the Federal Council of the British Medical 
ation ustralia, 185 Macquarie 

South Ww. . a Street, Sydney, New 


SCIENTIFIC. 


A MEETING of the New South Wales Branch of the British 
Medical Association was held on August 25, 1949, at the 
Robert H. Todd Assembly Hall, British Medical Association 
House, 135 Macquarie Street, Sydney, Dr. J: Kempson 
Mappox, the President, in the chair. 


Burns. 


Dr. F. C. Courticg read a paper entitled “Some Aspects of 
the Pathology of Thermal Burns” (see page 738 in the issue 
of November 19, 1949). 


Dr. T. F. Rose read a paper entitled “Controls in the 
br greg of Burns” (see page 741 in the issue of November 
). 


Dr. R. J. WatsH said that he had been particularly 
interested in the remarks about anemia occurring after 
burns. The most striking thing was the rapidity with which 
it appeared. Dr. Rose had mentioned a case in which a 
hemoglobin value of 40% was found on the seventh day. 
It was necessary to look a little further than disturbed 
hematopoiesis; such a rapid fall would not be expected. 
and the major cause of the anemia: was probably the 
destruction of cells by heat. Referring to Dr. Courtice’s 
remarks about the destruction of red cells by heat, Dr. 
Walsh said that some American workers had shown how 
rapidly and easily that was done. Dr. Rose had spoken 
about the position of serum in relation to the treatment of 
burns. Dr. Walsh said that he could not agree too strongly 
with Dr. Rose that the pendulum was swinging towards the 
use of whole blood. Dr. Rose had said that homologous 
serum jaundice did not appear to be occurring in Australia; 
Dr. Walsh said that one patient in forty treated with serum 
developed that condition. Probably also cases of subclinical 
homologous serum hepatitis occurred to increase the number. 
That was one serious consideration which should be borne 
in mind in regard to the use of serum. Dr. Walsh asked 
Dr. Courtice whether the work to which he had referred 
on the production of the substance “V.D.M.”’ from the liver 
had been correlated with or related to Maegraith’s work in 
Liverpool on vascular shunts. With regard to the toxemia 
of burns, Dr. Walsh asked whether it was in any way 
associated with the hypoproteinemia which occurred so 
commonly after burns. A simiiar condition occurred in the 
toxemia of pregnancy and was associated with hypo- 
proteinemia. Dr. Walsh referred to the work of Rosenkvist 
in Sweden on the use of dextran, and said that Rosenkvist 
had found that he could resuscitate his patients just as 
well with that as with serum or blood; in his series he had 
found the plasma protein level to be down to three milli- 
grammes per centum, and in one case to as low as two 
milligrammes per centum. However, he observed that, 
although dextran resuscitated patients, it did not lessen 
the incidence of toxemia—if anything, it increased 


Dr. Walsh wondered whether hypoproteinemia 
might not have etiological relationship to 
toxemia. 


Dr. T. Y. Netson said that the subject had been covered 
extensively. Referring to Dr. Rose’s suggestion of a burns 
unit, Dr. Nelson said that it was a good one, but its 
realization was much in the distance. Until that happy 
day arrived, it behoved hospital staffs to set up their own 
units. They had tried to attack the problem at the Royal 
Alexandra Hospital for Children, and some practitioners 
had been cooperating on the subject, mainly from the. point 
of view of the initial treatment. They had always regarded 
that as the main difficulty in the treatment of burns. A 
patient with a mild second degree burn did well with any 
treatment. The real problem arose in extensive burns. The 
main factor in those cases was the initial treatment—every- 
thing else was secondary. Dr. Nelson asked Dr. Rose at 
what stage he carried out the primary dressing. It might 
take some time for the shock to be overcome; what happened 
to the burn during that stage? At the Royal Alexandra 
Hospital for Children they regarded the primary dressing 
as the secondary consideration. The patient was not taken 
to the operating theatre. They still followed the treatment 
that had been found so effective in the Cocoanut Grove 
disaster. The primary dressing was what was considered 
a temporary dressing; it was a pressure dressing applied 
immediately, while the shock treatment was undertaken. 
That dressing was left on for seven to ten days before 
being disturbed. 


Dr. Maddox, from the chair, said that the papers had 
been valuable, and that their appearance in print would 
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give much help to every general practitioner and to 
industrial and service medical officers who had such problems 
on their hands from time to time. The subject of burns 
was one touching so many branches of medicine that it 
should be ventilated much more frequently than it was. 
There were many problems still to be solved, in spite of the 
great advances made during the second World War. In 
any future war many more cases of burns would be pro- 
duced by different physical agents from those already 
known. Any consideration of the problem must include 
Hans Selye’s ideas and Maegraith’s and Trueta’s work on 
vascular shunts. There was a close similarity between the 
toxemia of burns and other forms of toxemia, such as 
eclampsia, and the mal-effects of liver damage and of 
adrenal cortical products on the kidney perhaps played a 
large part in the production of toxemia. The work on 
“V.D.M.” still lacked confirmation. Nitrogen loss was of 
great importance; its extent was greater than could be 
accounted for by the mere loss of protein into the burnt 
area. Dr. Maddox wondered whether some form of artificial 
refrigeration used as in diabetic gangrene would not help 
to reduce fiuid loss in burns of the limbs until the time when 
it could be regulated. Dr. Rose and Dr. Walsh had both 
mentioned anemia. Dr. Maddox thought that Dr. Walsh’s 
view must be correct in part. As far as the dextran story 
was concerned, with the possible. mal-effect of hypopro- 
teinsemia, he was reminded of the type of reaction in the 
bone marrow when a blood transfusion was given; the 
chief stimulus to new blood formation was taken away. 
The psychological aspects of burning had been mentioned; 
they might play a large part in the sum total of the shock 
picture. As far as over-hydration was concerned, it was 
a real danger in the treatment of children and old people. 
In such cases the weighing scales had an important place 
in a ward containing burnt patients. Many of the problems 
associated with the immediate treatment of burns were 
applicable also to other forms of trauma and medical and 
surgical emergencies. Every large hospital should have a 
reception ward manned by people experienced in resuscita- 
tion, where patients could be taken before they were passed 
on to the other wards. Dr. Maddox said that he had talked 
to the biochemist associated with the treatment of patients 
injured in the Cocoanut Grove disaster. The problem 
rapidly became a nutritional one; the patients just would 
not eat, and became in appearance like Belsen victims. The 
only remedy was parenteral nitrogen replacement. Clotting 
was a real difficulty when intravenous feeding was neces- 
sary; it could be avoided by care and by the use of poly- 
ethylene tubing passed well up the vein. New antibiotics 
were coming along just in time. Aureomycin might be of 
great use to burnt patients just as penicillin had been, when 
one considered the current prevalence of penicillin-resistant 
strains of pyogenic bacteria in the noses and throats of 
nurses, and in the dust of wards. i 

Dr. Courtice, in reply, said that all the work on “V.D.M.” 
was very much in the experimental stage. “V.D.M.” could 
be produced in vitro with liver slices in the absence of 
oxygen, and also in the intact animal in cases of shock. 
But whether liver anoxia was produced by liver shunts or 
not was undecided. Dr. Courtice did not know whether 
hypoproteinemia and toxemia were associated or not. The 
whole question of burn toxemia was very complicated and 
very hard to disentangle. In reply to Dr. Maddox’s sug- 
gestion about freezing in treatment, Dr. Courtice said that 
the effect of cooling had been tried clinically by a Dr. Rose 
in America in 1936. He had used cold baths into 
which he put the whole patient. He claimed success for 
the treatment, but it seemed to Dr. Courtice that cooling the 
whole patient was not desirable. From the practical point 
of view overheating of the burnt area should be avoided. 
Cooling certainly did decrease edema formation in animals. 
Freezing was not necessary; a temperature of 5° to 10° C. 
was sufficiently low. 


Dr. Rose, in reply to Dr. Nelson, said that one’s whole 
attention was directed to the treatment of shock. Since 
he had given up the method of cleaning up burns, he had 
not had to worry about an anesthetic; morphine given 
intravenously was sufficient. He cleaned off only any 
obvious dirt, and applied tulle gras and pressure dressings. 
He tried to have the patient admitted to a room, so that 
the primary dressing could be done there with full aseptic 
precautions; if that was not possible, then the primary 
dressing was done in the operating theatre, but the patient 
was not taken there until he was well enough to be moved. 

Dr. Maddox, from the chair, thanked the speakers for 


their papers, and proposed a yote of thanks, which was 
carried by acclamation. 


Correspondence. 


A STUDY OF HEALED FRACTURES IN THE 
AUSTRALIAN ABORIGINAL. 


Sir: Dr. T. A. R. Dinning (THe MeEpicaL JOURNAL oF 
AUSTRALIA, November 12, 1949) states: “It would appear 
that the aboriginal ... has no knowledge of the value of 
splinting, and J. R. B. Love (1939) states definitely that the 
aboriginal is totally ignorant of bone setting.” 

This statement is surprising to me, as I have read and 
often quoted to students an account of a method of dealing 
with fractures of the femoral shaft. It was so long ago 
that I regret I have not any recollection of the author. 
The method described was as follows. The patient was 
taken to the water side, a clay bank for choice, and here 
the clay was puddled and the patient laid in a “form”, the 
injured limb being straightened and the wet clay heaped up 
all round the body and lower limbs; when set and dry he 
was in a very similar position to the present-day patient 
in a plaster of Paris bed. The obvious defect, of course was 
that no traction was provided and shortening would be 
almost certain to occur. 

A shelter was then built over him against the weather and 
a hole scooped out under his buttocks for nursing purposes, 
and there he lay until his broken bone united. Except for 
the lack of extension a remarkably efficient and comfortabie 
arrangement. 

The examination of the fractured femora, eleven in number, 
in Dr. Dinning’s series showed “angulation deformity was 
not pronounced, but in all specimens except one case of 
incomplete fracture moderate to gross shortening was 
seen”. These results would seem to point to some definite 
method of treatment giving fair alignment such as outlined 
above, but lacking the essential extension to prevent 
shortening. Without some such knowledge of bone setting 
and no mean skill in care of the patient the very good result 
quoted, that is, 100% without angular deformity, would, I 
think, be impossible. 


148 Macquarie Street, 


Sydney, 
November 14, 1949. 


Yours, etc., 
JOHN Hosts. 


INTESTINAL COLIC DUE TO SWALLOWING 
“BUBBLE GUM”. 


Sm: In October, 1949, I operated on a girl, aged four 
years, on account of severe abdominal pain, which was 
thought beforehand to be due to acute appendicitis, The 
appendix was found to be not inflamed; but an elongated 
foreign body, like a piece of pencil in size and shape, but 
pliable, was found to be half-way through and apparently 
caught in the ileo-caecal valve. This was manipulated into 
the lumen of the caecum. The appendix was then removed 
and the foreign body extracted through the lumen of the 
appendiceal stump. It proved to be a large bolus of chewing 
gum of the stiff “bubble gum” variety. 

Yours, etc., 

Dubbo, H. ANDERSON. 
New South Wales, 

November 14, 1949. 


A REVIEW OF FIFTY CASES OF GASTRECTOMY FOR 
PEPTIC ULCER, WITH SPECIAL REFERENCE 
TO ANASSTHESIA. 


Sir: My review of fifty gastrectomy cases, with special 
reference to anesthesia, has been commented on by Dr. 
James, who states: “It is only fair that the reference to the 
Royal Melbourne Hospital should have stated the year in 
which these figures were published, because as the review 
stands it is obsolete, inaccurate and grossly misleading.” 
I hasten to make amends. The Royal Melbourne Hospi 
figures were published in 1945. Presumably my review now 
becomes up to date, accurate and not at all misleading. 

For the rest, Dr. James and I are concerned with different 
things. 

He sees a revolution. in anesthesia, with anesthetists 
trained today as they never were before, each one highly 
skilled in the technique of today, the dangerous and pro- 
longed deep anesthesia of pre-war days replaced by newer 
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methods, in which relaxing agents play the central part, 
methods which are so efficient that they even rival local 
ancesthesia. 

But I see the extraordinarily skilled general anesthesia 
referred to by Dr. James given by so few anesthetists in a 
capital city that they could be counted on one hand. I see 
district hospitals and country centres less well served. Even 
in metropolitan centres, I see gastrectomies performed 
under general anesthesia administered by specialists using 
methods which we used fifteen years ago. I see such 
specialists very uncertain in their use of new relaxing 
agents. I see a few of them, the élite, using the relaxing 
agents with more confidence and less risk to the patient, but 
regarding their work in the light of an experiment (not as an 
accomplished revolution), and replacing one relaxing agent 
by another, in bewildering succession, each said to be free 
from some defect which was present in its predecessor. 

Yes, Dr. James and I are concerned with different things; 
he with his dreams, I with reality; he with general anes- 
thesia as it could be, I with general anesthesia as it is. 
He is concerned with certain operations as they “can be 
performed”, I with the same operations as they are per- 
formed. 

Yours, etc., 

235 _— Street, . J. KINSELLA. 
Sydn 

November 15, 1949. 


Gustralian Medical Board Proceedings. 


NEW SOUTH WALES. 


Tue undermentioned have been vegistered, pursuant to 
the provisions of the Medical Practitioners Act, 1938-1939, 
of New South Wales as duly qualified medical practitioners: 

Eager, Kenneth John, M.B., B.S., 1936 (Univ. Melbourne), 
F.R.C.S., 1940 (Univ. Edinburgh), Corowa. 


Fulde, Ewald Adolf Oscar, M.D., 
recommended and approved for registration in terms 
of Section 17 (2) of the Medical Practitioners Act, 
1938-1945, 48 Bellevue Road, Bellevue Hill. 

Marshall, 


Melbourne), 19 Elizabeth Bay Road, Elizabeth Bay. 


1928 (Munich); also 


Meyer Jacob Saul, M.B., BS., 1946 (Univ. 


Sampson, Noel Atkin, M.B., B.S., 1942 (Univ. Queens- 
land), 50 Broome Street, Maroubra. 


The following additional qualification has been registered: 


Bellemore, Charles Francis, 11 Macquarie Road, Auburn 
(M.B., B.S., 1943, Univ. Sydney), M.S., 1947 (Univ. 
Sydney). 


Mominations and Elections. 


THE undermentioned has applied for election as a member 
of the New South Wales Branch of the British Medical 
Association: 

Stephens, Frederick Richard Neason, M.B., B.S., 1946 
(Univ. Sydney), 49 New South Head Road, Vaucluse. 


The undermentioned have been elected as members of the 


New South Wales Branch of the British Medical Association: 


Davis, Florence May, M.B., B.S., 1948 (Univ. Sydney), 
Rachel Forster Hospital, Redfern. 

Desgrand, Vincent Geoffrey Scriven, M.B., 1942 (Univ. 
Sydney), Laurel Avenue, Turramurra 

Dwyer, Brian Eric, M.B., B.S., 1948 (Univ. Sydney), 2a 
St. Elmo Street, Mosman. 

Fowler, Frank William, M.B., B.S., 1947 (Univ. Sydney), 
132 Glebe Road, Glebe. 

Fox, Noel Louis, M.B., B.S., 1986 (Univ. Sydney), Broken 
Bay Road, Ettalong. 

Smith, Thomas Bruce, M.B., B.S., 1947 (Univ. Sydney), 
Saint Vincent’s Hospital, Darlinghurst. 

Strang, Errol James, M.B., B.S., 1948 (Univ. Sydney), 
41 Hay Street, Croydon. 


DISEASES. NOTIFIED IN EACH STATE AND TERRITORY OF AUSTRALIA FOR THE WEEK ENDED NOVEMBER 5, 1949." 


Australian 
Disease. South Victoria. Queensland. South Western Tasmania. Northern Capital Australia.* 
Wales, Australia, Australia, Territory.* erritory. 


1(1) 
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Whooping Cough * 


Yellow Fever 
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those fo form of this table is _— from the Official Year Book of the Commonwealth of Australia, Number 36, 1944-1945. Figures in parentheses are 


‘ov the 


ones othe owing to absence of returns from Northern Territory and South Australia, 


a “ “ ” 
fever, ra oid fevers and Slaar Salmonella infections. Ge Cases reported include scrub, murine and tick | (9g) Includes leptospiroses, Weil’s and 
para eis (h) Notifiable disease in Queensland in females aged over fourteen years. 
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Thorburn, Campbell Hastings, M.B., B.S., 1944 (Univ. 


Sydney), 64 Raglan Street, Manly. 
Young, Alan Andrew, M.B., B.S., 1946 (Univ. Sydney), 


9 Hillside Crescent, Epping. © 
The undermentioned has been elected a member of the 


South Australian Branch of the British Medical Association: . 


Archer, Geraldine, M.B., B.S., 1948 (Univ. Adelaide), 
Landfall, East Tamar, Tasmania. 


Corrigendum. 


In the leading article published pa the issue of November 
12, 1949, commencing on page 721, the second and third 


sentences of the opening paragraph should read: “A nicer 
complement to aoe ~ li could not be desired than the 


ideas of an eminent American psychiatrist, also with a sense 
of humour. The English physician was Sir Adolphe 
Abrahams, the American psychiatrist is Carl Binger,’ 
Associate Professor of Clinical Psychiatry at Cornell 
University Medica] School, New York.” 

In the same article, the last two lines (apart from the 
footnote) at the bottom of column 1 on page 722 should be 


omitted. 


sjQotice. 


THE FAIRFAX READING MEMORIAL PRIZE. \ 


THE first award of the Fairfax Reading Memorial Prize 
of the Dental Alumni Society of the University of Sydney 
will be made in 1950. ‘The purpose of this prize is to afford 
@ means of recognizing outstanding dental achievement, to 
encourage academic and clinical progress in dentistry, and 
to recognize the establishment of the Faculty of Dentistry 
by perpetuating the memory of the first Dean. 

Graduates of the Faculty of Dentistry of the University 
of Sydney or persons residing in New South Wales who, 
in the opinion of the committee, are associated with dental 
science are eligible for the prize, which will be awarded not 
more frequently than once in two years. 

Nominations from members of the Alumni Society will 
shortly be called and will be received by the Honorary 
Secretary up to May 1, 1950. 


Bevical Appointments, 


THE following have been appointed members of the Medical 
Board of Queensland, in pursuance of the provisions of The 
Medical Acts, 1939 to 1948, of Queensland: Dr. L. — McKillop, 
Dr. H. J. Windsor, Dr. R. G. Quinn, Dr. F. W. R. Lukin 
and Dr. J. G. Wagner. 


Mbituarp. 


ATHOL STANLEY MORTIMER TYMMS. 
WE regret to announce _— death of Dr. Athol Stanley 
Mortimer Tymms, which occurred on November 2, 1949, at 
Malvern, Victoria. 


CHARLES STANLEY. 


We regret to announce the death pe Dr. Char tanl 
which occurred on November 10, 1949, at Hobart. meee vi 


LUCY EDITH GULLETT. . 


‘We regret to announce the death of Dr. Lucy Badith 
Gullett, which occurred on November 12, 1949, at Sydney. 


WILLIAM HENRY DONALD. 


We regret to announce the death of Dr. William Henry 
Donald, which occurred on November 15, 1949, at Sydney. 


Diary for the Wonth. 


Dec. 1.—New Wales Branch, B.M.A.: Special Groups 


Commi 

Dec. 1.—New South Wales Branch, B.M.A.: Clinical Meeting. 

Dec. 1.—South Australian Branch, B.M.A.: Council Meeting. 

Dec. 6.—New South Wales Branch, B.M.A.: Executive am 

Finance Committee. 

Dec. 6—New South Wales Branch, B.M.A.: Organization and 
ience Commit 

Dec. 7.—Victorian Annual Meeting. 

Dec. 7.—Western Australian Branch, B.M.A.: Council Meeting, 

Dec. 8.—New South Wales Branch, B.M.A.: Branch Meet! ng. 

Dec. 9.—Queensland Branch, B.M.A.: Annual 

Dec. 12.—-Victorian Branch, B.M.A.: Executive Mee 

Dec. 13——New South Wales Branch, B.M.A.: Wthics. 


<> 


WMevical Appointments: Important Motice. 


MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without kaving first communicated 
with the Honorary Secretary of the Branch concerned, or with 
the Medical Secretary of the British Medical Association, 
Tavistock Square, London, W.C.1. 

New South Wales Branch h (Honorary Secretary, 185 Macquarie 
Street, Sydney): and District United Friendly 
Societies’ Dispensary ; Balmain United Friendly Societies’ 
Dispensary; Leichhardt and Petersham United Friendly 
Societies’ Dispensary; Manchester Unity _pledionl and Dis- 
pensing Institute, Oxford Street, Sydney; North Sydney 
Friendly Societies’ Dispensary Limited ; People’s Prudential 
Assurance Company Limited ; Phenix Mutual Provident 


Victorian: ‘Branch (Honorary Secretary, Medical Society Hall, 
East Melbourne): Associated Medical Services Limited; 
all Institutes or Medical Dnsarion: Australian Prudential 
Association, Proprietary, Limited: Federated Mutual 
Medical Benefit Society; Mutual National Provident Club; 
National Provident Association; Hospital or other appoint- 
ments outside Victoria. 

Queensland Branch (Honorary Secretary, B.M.A. House, 225 
Wickham Terrace, Brisbane, B.17): Brisbane Associated 
Friendly Societies’ epesens Institute ; Bundaberg Medical 
Institute pting LODGE appointments and 
Le ‘desiring to accept appointments to any COUNTRY 

PITAL or position outside Australia are advised, in 
tn own interests, to submit a copy of their Agreement to 
the Council before signing. 

South Australian Branch (Honorary Secretary, 178 North 
Terrace, Adelaide) : Lodge a appointments in South 
Australia; all Practice appointments in South 
ustra! 


Western Australian Branch (Honorar. Secretary, 205 Saint 
George’s Terrace, Perth): ee eo pital; all Contract 


Practice appointments in ‘Western Australia. “AN govern- 
ment appointments with the exception of those of the 
eae of Public Health. 


Editorial Wotices, 


Manuscripts forwarded to the office of this journal cannot 
‘under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THI 
MEDICAL JOURNAL OF AUSTRALIA alone, unless contrary be 


stated. 


communications should be addressed to the Editor, 
MEDICAL JOURNAL OF AUSTRALIA, The Printing Hou 
Street, Glebe, New South Wales (Telephones: MW 2651-2) 


Members and subscribers are requested to notify the Manage, 
THE MEDICAL JOURNAL OF. AU Seamer Street, 

New South Wales, without delay, © of "any irregularity = “the 
delivery of this journal. The management cannot accept any 
responsibility or recognize aim arising out of non-receipt 
of journals unless such notification is received within one 
month. 

BSCRIPTION  <tarEs.—Medical others not 
recelvine THE MEDICAL JOURNAL OF virtue of 
membership of the Branches of the British "Medical agsociation 
in the Commonwealth can become subscribers to the journal i 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning cf ‘ei 
quarter and are renewable on December 31. The rate is B 

annum within Australia and the British Commonwea!th of 
Nations, and £4 - per annum within America and foreig? 


tries, payable in advance 
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